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CHOLECYSTITIS; CHANGES PRODUCED 
BY THE REMOVAL OF THE GALL- 
BLADDER.* 


By Epwarp Starr Jupp, M.D., RocHESTER, MINN. 
PATHOGENESIS. 


THE etiology of cholecystitis possesses many 
phases of which we have no definite knowledge. 
We all agree that non-neoplastic surgical dis- 
eases of the biliary tract are the result of bac- 
terial infection. There may be one exception to 
this statement: Archibald’ contends, and many 
of us believe that pancreatitis is often if not al- 
ways due to chemical changes in the pancreas. 
It was formerly supposed that infection in the 
gall-bladder was secondary to that in the biliary 
ducts; that infection in the ducts was more 
prone to subside, while that in the gall-bladder 
would persist. 

Stagnation of bile in the gall-bladder is 
thought to be the main predisposing cause of 
cholecystitis. Bacteriologic study of the bile and 
the contents of the gall-bladder of patients 
operated on for the removal of stones, has shown 
sterile cultures in more than 50%, according to 
several investigators (Deaver?). Attention has 
been called to the fact that many patients are 
operated on as a result of the infection rather 
than because of active infection and, on this ac- 
count, figures may give an erroneous impression. 

* Read before the Suffolk District Medical Society, Mar. 8, 1916. 


Several investigators have found organisms in 
the calculi when the bile was sterile. 

There are many avenues thro which bac- 
teria may reach the biliary ducts and gall-blad- 
der. A great deal has been said about their en- 
trance by way of the portal circulation and 
through the liver and hepatic duct. It seems ta 
me there can be no question but that infection 
of the bile passages may and does, at times, take 
place in this manner. It has also been proved 


that bacteria may pass from duodenum through 


many the ampulla into the common duct and thence 
through the cystic duct into the gall-bladder. 
However, the duodenum normally is almost free 
from bacteria, and infection through this chan- 
nel probably does not occur as often as we for- 
merly su The frequency of the coéxist- 
ence of an ulcer of the duodenum and chole- 
cystitis is well known. Does it not seem prob- 
able that in these cases cholecystitis i is a second- 
ary infection caused by organisms from the ul- 
cerated area in the duodenum which have 
reached the gall-bladder through the common 
duct? According to Rosendw, it must be borne 
in mind that before an infection entering 
through the lumen of the eystic duct can reach 
the tissues of the gall-bladder, it must pene- 
trate the lining mucous membrane, which, like 
similar structures in other viscera, was probably 
intended to resist just such an invasion. This 
is well illustrated in the urinary bladder, 
for often a markedly infected kidney will pour 
infected urine into the bladder for a long time 
before there is any evidence of infection in the 
bladder itself. It should be ized, how- 


recogn 
ever, that infection from either the liver or the 
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duodenum may enter the gall-bladder by way of 
the common duct. Does it not seem probable 
that these organisms, especially in the presence 
of stagnant bile, become foci for stone-formation 
without necessarily producing an infection in 
the wall of the gall-bladder? 

The important and most valuable work of Rose- 
now’ has not only renewed our interest in the sys- 
temic circulation asa possible route for most of 
those infections, but it also had a tendency to 
change our methods of procedure in the treat- 
ment of these cases. We know that in a large 
percentage of these patients, the infection is 
really in the wall of the gall-bladder and that 
it reaches the tissues through the blood vessels. 
Rosenow has produced similar lesions in animals 
and has demonstrated the selective action of the 
bacteria. The organisms with which his results 


nize the fact at operation that the inflammation 
in the gall-bladder may have almost subsided, 
and we are obliged to depend a great deal on 
the clinical history. Usually it is not a good 
plan to base operative procedures on clinical 
history unless it is supplemented by pathologic 
findings. However, in some of these cases of 
cholecystitis in which the pathology is not very 
definite and the clinical history is clear, we are 
obliged to base our operation, to a certain ex- 
tent, on the clinical history unless we are able to 
find something else that will explain the symp- 
toms. To illustrate this point I may say that 
I recall a number of patients whose histories 
were typical of gall-bladder disease and on ex- 
ploration no calculi or recognizable i j 
of the gall-bladder were found. However, these 
patients continued to have symptoms and after 


were obtained were mainly isolated from the in- some months, or possibly several years, a second 


volved tissues or from the lymph-glands drain- 
ing the infected area. Twelve strains isolated 
from the tissues of patients who had cholecystitis 
produced lesions of the gall-bladder in 80% 
of 41 animals injected. Contrast this with the 
average of only 11% which was obtained with 
the other strains. I do not believe the import- 
ance of the systemic circulation as an avenue of 
infection was recognized formerly. It will be 
readily seen that if the infection is in the bile 
only, the removal of the stones and drainage will 
be quite sufficient, while if the disease is in the 
tissues of the gall-bladder, drainage will afford 
_— only temporarily unless the infection is 
ight. 

It is difficult to recognize all cases of chole- 
cystitis even when the abdomen is open so the 
gall-bladder can be seen and felt. The normal 
gall-bladder is primarily soft and collapsible, 
though it is often so tense and firm that we are 
unable to empty it. I have noticed this con- 
dition a great many times in cases in which 
there was no other suggestion of inflammation. 
The color of the gall-bladder, the consistency of 
the bile, the appearance and thickness of the mu- 
cous membrane, all help in making a diagnosis 
of cholecystitis. C. H. Mayo“ has called at- 
tention to the enlargement of the regional lym- 
phaties as a most important factor in determin- 
ing the presence of inflammation in the gall- 
bladder, if there is no evidence of ulceration in 
the duodenum. Hard. nodular enlargement of 
the head of the pancreas has been noted in con- 
junction with the enlargement of the lymphatic 
glands. In many of these cases the clinical his- 
tory may be the chief factor in determining the 
diagnosis, other gross lesions. such as ulcer and 
inflammation of the appendix, having been ex- 
eluded. 

Interval attacks are not nearly so pronounced 
in cases of chronic cholecystitis when there is 
considerable inflammation of the gall-hladder. 
as in cases in which stones in the gall-bladder 
appear to be the main factor and there is little 
infection in the tissues. It is essential to recog- 


operation was performed and a definite cholecys- 
titis, possibly with stone formation, was found. 
This seems to indicate that cholecystitis existed at 
the time of the exploratory operation, though it 
was not recognizable. Acute and chronic catarrhal 
conditions produce great thickening and edema 
of the walls of the gall-bladder. Due to the fine, 
white lines on the mucous membrane, chronic 
catarrhal or strawberry cholecystitis may fre- 
quently be recognized before the gall-bladder is 
opened, though a definite diagnosis cannot often 
be made until it is opened. 

Malignant disease of the gall-bladder occurs 
rarely, though in our clinic, as pointed out by 
C. H. and W. J. Mayo, it has always been asso- 
ciated with gall-stone formation. During the 
past year I operated on a man for recurring 
symptoms of gall-bladder disease. He had been 
operated on nine years previously at another 
clinic and stated that a great many stones were 
removed at that time. He had remained en- 
tirely well until a few months before consulting 
us, when there was a return of former symp- 
toms. On exploration I found a very thick- 
walled gall-bladder, the induration extending to 
the ducts and the surface of the liver. I re- 
moved the gall-bladder, which proved to be 
malignant. No trace of stones either in the gall- 
bladder or ducts could be found. The patient 
had never been jaundiced. He died about three 
months after returning home. 

Empyema of the gall-bladder, either acute or 
chronic, is easily recognized. The walls are 
thick, there is much fibrous tissue, and often 
complete destruction of the mucous membrane. 
The treatment of this condition is still a de- 
batable question. I believe, however, that most 
surgeons feel there will be less mortality, all 
factors considered, if the gall-bladder is re- 
moved. In certain cases it will seem advisable 
to do the operation in two stages. 

Much has been said about chronic catarrhal 
cholecystitis in which the mucous membrane 
the appearance of a ripe strawberry (Mac- 
Carty*). The principal change, grossly, consists 
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of of the erosion of the apices. These desquamations 
present themselves as yellow specks scattered 
throughout the mucosa. Often there are no 
stones present, though the fine, white specks ob- 
served on the mucous membrane have frequently 
been mistaken for cholesterin stones. At our 
clinic in the year 1913 we operated on 21 pa- 
tients who had strawberry gall-bladders with no 
evidence of stone formation. The appendix was 
removed as a secondary operation in most of 
these, but chronic cholecystitis was the chief 
pathologie lesion. In nearly every instance the 
symptoms were those produced by inflammation 
of the gall-bladder. 1 have recently traced 
them by letter, and 12 of the 21 report 
that they are entirely well and relieved 
of all symptoms; 5 report that they are greatly 
relieved, though not entirely well ; 3 report no 
improvement, and 1 says he is worse. The re- 
moval of the gall-bladder practically cured 17 of 
the 21 patients. This type of cholecystitis is often 
found at autopsy on persons who seem to have 
had few, if any, symptoms due to the inflamma- 
tion; similarly, some years ago, the so-called 
innocent ’ gall-stones were f In review- 
ing the records of 577 autopsies in our clinic on 
persons dying from other causes, I found 26 
eases in which the pathologist had reported a 
chronic catarrhal condition of the gall-bladder 
of the strawberry type, though a recognizable 
clinical history of gall-bladder trouble had not 
been obtained. This means that the condition 
which caused death offset the symptoms of chron- 
ic cholecystitis. In all probability evidence point- 
ing to the inflammation in the gall-bladder would 
have been obtained in a more carefully taken 
general history. It certainly would have been 
discovered if the more important lesions which 
caused death had not been present. This also 
suggests that a certain degree of chronic chole- 
cystitis may exist without producing much evi- 
dence of trouble. 


Tue FUNCTION or THE GALL-BLADDER AND THE 
OF ITs REMOVAL. 


The exact function of the gall-bladder has 
never been definitely established. It is most 
often spoken of as the reservoir for bile. How- 
ever, this theory has been questioned by many 
investigators since this comparatively small di- 
vertieulum which holds at most only a few 
ounces, would seem inadequate, if we consider 


the normal output of bile from 30 to 50 ounces sph 


in 24 hours. C. H. Mayo and Deaver are of 
the opinion that the gall-bladder acts as a ten- 
sion-bulb and that during fluctuations of pres- 
sure in the ducts, the gall-bladder may spare the 
parenchyma cells of the liver from back pressure. 
These fluctuations of pressure probably occur 
as a normal consequence of digestion, or they 
may be due to pathologic changes—an increase 
or decrease in the secretory power of the liver 
cells. The physiologists tell us that the secre- 
tion of bile is continuous, but that its output 


into the duodenum is not constant and coincides 
exactly with the period of digestion in which 
acid chyme is spurted in rhythmic jets from the 
stomach into the duodenum. They say that bile 
secreted by the liver in the interval must col- 
lect in the gall-bladder, where it is condensed 
through the absorption of water. Flexner’ has 
shown that if mucus from the gall-bladder is 
mixed with the bile, it is very much less irritat- 
ing to the pancreas. 

Since so many surgeons consider cholecystec- 
tomy the operation of choice, it is interesting and 
important to know just what changes take place 
after the removal of the gall-bladder. We have 
much evidence to show that man may exist very 
comfortably and apparently indefinitely without 
a gall-bladder. Some months ago at my request 
Mann and Sistrunk® removed the gall-bladders 
from a number of dogs. The wounds were 
closed with catgut and for that rege 
the animals were lost shortly 
The dogs which survived have 
various in Twelve of 
animals lived more than 30 days; 1 
at autopsy showed dilatation of the common, 
hepatic or cystic duct. In some instances the 
cystic duct was not dilated, apparently because 
it had been ligated very close to the common 
duct. None of these animals seemed to be in- 
convenienced by the removal of the gall-bladder. 
Some of them died very shortly after operation 
but apparently the removal of the -bladder 
had nothing to do with the cause o death. 
careful examination of the animals that lived 
only a short time, did not reveal any e 
in the ducts, liver or pancreas, while all the dogs 
that lived more than 60 days, at autopsy showed 
some dilatation of thecommon duct. There was 
considerable variation in the amount of dilata- 
tion, though the duct was usually two or three 
times its normal size. Dilatation seemed to be 
greatest in the hepatic duct; however, it invari- 
ably stopped at the surface of the liver, and in 
none of the animals was there any enlargement 
of the ducts within the tissues ‘of the liver, nor 
was there any macroscopic or microscopic 
change in the liver, the pancreas or the pan- 
ereatic ducts, in the several instances in which 
these organs were examined. The pancreatic 
ducts did not show dilatation. Unquestionably, 
dilatation of the ducts is at least partly due to 
the pressure caused by the resistance of the 
ineter at the ampulla of Vater (Figs. 1-5). 
Oddi*® first demonstrated the presence of this 
sphincter; its activity has been most carefully 
worked out by Archibald. Although dilatation 
of the ducts is probably chiefly caused by the 
bile being held back by the constrictor muscles 
at the ampulla, eventually dilatation may over- 
come the action of this sphincter. Two dogs that 
had had their gall-bladders removed two months 
previously showed almost complete absence of 
sphincter action, and a cannula introduced into 

»In the Laboratory of Experimental Surgery, Mayo Foundation. 
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of the under surface 
bilary tract segment of 


Fie, 1.—Photograph 
num 
the dilated common duct carried water through 
the ampulla into the duodenum with no ap- 
parent resistance. An active sphincter will re- 
sist from 300 to 600 mm. of water pressure. If 
we can demonstrate that the dilatation of the 
ducts (which follows the removal of the gall- 
bladder) results in paralysis or laxity of the 
muscle at the ampulla, the cure of inflammation 
of the pancreas by the removal of the gall-blad- 
der may be explained 

The experiments of Opie“ and Flexner show 
that the injection of bile salts into the pan- 
creatic ducts invariably produces pancreatitis. 
Why is it, then, that cholecystectomy is not al- 
ways followed by a very severe irritation of the 
pancreas? If cholecystectomy, is performed, the 
source of the mucus is removed. The mucus 
mixed with the bile apparently protected the 
pancreatic tissues. It would seem also that im- 
mediately ofter the removal of the gall-bladder 
there should be a distinct increase of pressure 
in the common duct and a considerable quantity 
of bile would be more freely forced back into 
the pancreatic ducts. Possibly this explains 
the rather severe reaction ( especially vomiting of 
hile and quick pulse) which sometimes persists 
for a few days after cholecystectomy. We have 
known for a long time that removal of the gall- 
bladder cured a large percentage of cases of 
pancreatitis (W. J. Mayo). After a very thor- 


ough experimentation and clinical study, Archi- 
bald concludes that nearly all cases of pancrea- 
titis are due to irritation of the pancreas as the 
result of bile entering the pancreatic ducts, in 
other words, that pancreatitis is caused by 
chemical changes rather than bacterial. The 
cure of pancreatitis which has been produced in 
this way would necessarily lie in the paralysis 
of the Oddi sphincter. This would allow the 
hile to flow into the duodenum unobstructed. 


Fie. 3.—P of the under of the liver, of Ws 
from which 
ously, showing gall ducts. 


. 
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Me 

Fic. 2.— Photograph of the under surface of the liver of a dog 
of ey gees | the same size and weight as in Fig. 1; the 
gall-bladder had been removed 214 days previously. Marked 
dilatation of the common and hepatic ducts. 

wf 6 
re 
4 
R 
+ 


Vou. CLXXIV, No. 23] BOSTON 


MEDICAL AND SURGICAL JOURNAL 


819 


Archibald suggests an operation which he has 
performed experimentally to paralyze this 
sphineter. From our experiments we feel sure 
that the dilatation of the common duet which al- 
ways follows cholecystectomy will eventually re- 
sult in a paralysis of the sphineter, that the bile 
will flow into the duodenum with little or no 
back pressure; and the symptoms produced by 
irritation to the pancreatic tissues will be en- 
tirely relieved. We are endeavoring to pro- 
duce paralysis of this sphincter at the time the 
gall-bladders are removed from animals, and in 
this way we try to show that the dilatation which 
follows is the result of sphincter action. 
Dilatation of the common duct following re- 
moval of the gall-bladder is frequently seen at 


4 


the operating table. However, it is often com- 
plicated by stones in the common duct. I have 
often observed this condition in patients having 


hydrops of the gall-bladder, and as the stone ob- . 


structs the common duct, the organ is out of 
commission. Often patients have not given a 
history of having had a stone or infection in 
the common duct, and at operation the duct is 
found markedly dilated but free from stone. A 
similar condition is also observed in cases of very 
marked cholecystitis in which the infection is so 
extensive that in all probability the gall-bladder 
has ceased to functionate. For a long time it 
has been known that the dilatation of the ducts 
called ‘‘compensatory dilatation” does result 
from the removal of the gall-bladder. Oddi and 
Rost have called especial attention to the con- 
dition. 

If the pancreatitis which results in some of 
these cases is due to lymphangitis, as 
by Deaver and Pfeiffer,“ the removal of the gall- 
bladder would also cure this condition, because 
in most instances unquestionably the primary 
infection is in the gall-bladder, and from it ex- 
tends along the lymphatics of the ducts and 
then into the glands throughout the pancreatic 
lobules. The two cases following serve to illus- 
trate the changes to be expected after chole- 
cystectomy : 


Case (A-145,4388) Mrs. J. B., 56 years of age, a 
housewife living on a farm, was examined Nov. 10, 
1915. Family history negative. There had been no 
previous diseases, injuries or operations. Her chief 
complaint was nausea, vomiting and pain in the 
abdomen. She was very weak, unable to walk, and 
came to the clinic in a wheel-chair. While her 
history was being taken, she vomited several times. 


4 


Va. 
# 
Fic. 4.—Photograph of the same specimen as in Fig. 3, gall 
ducts opened showing the accumulation of stones, which ap- 
parently had caused the dog no inconvenience. No evidence 
of stones at the time of cholecystectomy. 
* 7 — ; 4 3 
Fic. 5.—Photomicrogr of cross sections of the different parts of the common bile duct. No. I is a section 
through the duct — at its entrance into the duodenal wall. Nos. II, III, IV show the different intra- 
mural port ions of the duct. Nos. V and VI show the pamage of the duct through the mucosa. Note the 
change in the size of the lumen, the variation in the amount of muscle surrounding the duct, and its 
relation to the duodenal mucosa. 
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Her husband stated that the vomiting had 


begun 
suddenly and had persisted since August, with much | the 


bile in the vomitus and general abdominal pain. 
She had been able to drink some water and thought 
that this had preserved her. She was markedly ema- 
ciated and prostrated. Examination of the chest 
and pelvis was negative. es were normal; skin 
dry; throat parched; tongue red; peristalsis visible, 
and also noticeable on palpation. 

It was apparent that the woman was suffering 
from chronic obstruction, most likely in the intes- 
tines, though we were unable to say definitely that 
it was not gastric. On account of her weakened 
condition, no further examinations were made and 
it seemed best to do an immediate exploration. A 
right rectus in¢gision was made Nov. 15, 1915. The 
gall-bladder was markedly dilated; there was con- 
siderable dilatation of the common duct, though no 
stones could be felt. The obstruction was caused by 
intussusception in the small intestine, beginning 
about five feet from the duodeno-jejunal juncture. 
It was impossible to reduce the intussuscepted loop 


Complete obstruction in, 
cystic duct. 


Fic. 6. (A145,438. 
)—Specimen removed at 


and we did a resection, removing about three feet of 
small intestine. The end of the bowel was 
closed and an end-to-end anastomosis made. The 
patient did not rally from the operation and died 
in 24 hours. 

Autopsy revealed an interesting condition of the 
gall-bladder. It was markedly distended, and upon 
opening we found chronic cholecystitis of the 
strawberry type and papilloma. It was filled with 
a dirty, tenacious, bile-stained mucus. The gall 
ducts were also markedly distended; the hepatic 
duct 2 cm. in diameter, the common duct 1 em., 
and the cystic duct 1 cm. At a point 3 em. from 
the gall-bladder, the cystic duct was obstructed by 
a ring of inflammatory, fibrous tissue which had con- 
tra around it. A probe could not be passed 
through the duct from below upward or from above 
downward, neither could fluid be forced through it. 
Aside from this stricture the ducts were patent. No 
stones or inspissated "bile were found in the ducts. 
The liver was slightly enlarged; the bile ducts were 
filled with mucus; the pancreas negative (Fig. 6). 


Distended hepatic 
and common ducts. 


—— —ñ—‚—eͥ. PPP: — ! 
N 
. 
2 == N 4 
in? 
~ 
Ss 
y 
\ 7 A ; 
— * 
— 
— 
— 
— 
2 
X 
We. 
. autopsy. r closure of the cystic duct, evidently 


Vou. CLXXIV, No. 23] 


BOSTON MEDICAL AND SURGICAL JOURNAL 821 


We were unable to elicit a gall-bladder history 
from either the patient or her husband, and believe 
that the nausea and vomiting were due to the in- 
testinal obstruction. Of course, we could not say 
whether or not she had had gall-stones that had 
passed. Our interpretation of the features in this 
condition of the gall-bladder was that from some 
cause, the cystic duct had been obstructed and this 
had eventually destroyed the mucous membrane, 
leaving a stricture, with the result that the gall- 
bladder could no longer perform its functions, and 
the condition was the same as though the gall-blad- 
der had been removed. Marked dilatation of the 
common duct had taken place, which, as is shown in 
the drawings, was probably secondary to occlusion 
of the gall-bladder from the biliary tract. 


Case (A-92,877) T. H., a business man, 64 years 
of age, was examined Sept. 29, 1913. Family history 
negative. This patient had had gastric symptoms 
off and on for 20 years, and recently he had had 
typical gall-bladder attacks. On Oct. 30, 1913, chole- 
cystectomy was done. Four stones as large as pul- 
lets’ eggs and three small ones were removed from 
the gall-bladder and from a et in the liver inte 
which they had perforated. adherent omentum 
in an umbilical hernia was also resected and, one 

iece was sutured into the sac to plug the opening. 

was uneventful. 

The patient returned, Dec. 16, 1915, giving a his- 
tory of recent symptoms typical of duodenal ulcer. 
December 29, 1915, posterior gastro-enterostomy was 
performed. It was found that an ulcer of the duo- 


Pa 


ng re a dic 


7. 
Gall - bladder entirely 
Scar 


denum had caused obstruction of the pylorus; the 
stomach was dilated, and there were adhesions about 
the pyloric end. The patient did well for six days, 
had no trouble with his stomach, took food freely, 
and was able to sit up in a chair. He had had bron- 
chitis for several years, but apparently it was not 
troublesome. However, bronchial pneumonia de- 
veloped rather suddenly and he died in seventy-two 
hours after the onset. 

Autopsy Jan. 7, 1916, showed a well-healed gastro- 
enterostomy, no ; the orifice admitted two 
fingers. Gall ducts were patent. The common duct 
was dilated to 2.2 cm. in diameter; the cystic duct 
was not distended. Just proximal to the papilla of 
Vater, but apparently having no communication 
with it, there was a small diverticulum leading from 
the duodenum. The diverticulum was lined with 
duodenal mucous membrane, about 3 cm. deep and 
1.5 em. in diameter. The pancreas was rather 
and nodular to the touch and showed chronic pan- 
creatitis (Fig. 7). : 

is case gave us an opportunity to observe the 
condition of the gall ducts two years after chole- 
cystostomy, which really amounted to a cholecystec- 
tomy, as the gall-bladder was practically destroyed at 
the time of the drai operation. The gall-blad- 
der was constricted an held down by a mass of ad- 
hesions and evidently had not been functioning for 
a long time; the ducts were dilated. 


The two cases I have just cited are the only 
ones I could find in our autopsy records in 
which the gall-bladder had been either destroyed 
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(A92,877.)—Specimen removed at autopsy two years after ¢ 
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tissue fills space occupied by gall-bladder. 
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Fic. 8.—Dotted line, old incision. 
Black li 


Fig, 9. — aponeurosis 
tus muscle Ts separa 
aponeurosis incision. ae 


blunt dissection, Black line, 
incision. 


or removed some time previous to the autopsy. 
Although the gall-bladder was not removed in 
either of these cases, practically that condition 
obtained, and the 7 te which took place were 
those that might be expected following chole- 
cystectomy. 

TECHNIC. 


Cholecystectomy must be considered the opera- 
tion of choice if we assume that the infection 
is actually in the tissues of the gall-bladder, and 
if we know that the removal of this organ re- 
lieves pancreatitis, whether produced through 
the regional lymphatics or the common and pan- 
creatic ducts. A much larger percentage of pa- 
tients have recurrences following drainage, and 
this would seem to be an argument in favor of 
cholecystectomy. C. H. Mayo’s® recent report 
shows that the mortality following the two opera- 
tions is about the same. The gall-bladder can be 
removed without any untoward results to the pa- 
tient, and the only changes following its extirpa- 
tion are those in the biliary ducts. The drain- 
age operation will have a place, at least until it 
has been shown that the infection is always sys- 
temie and into the tissues themselves. It seems 
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to me that cholecystostomy would be the opera- 
tion preferred in any case in which the infection 
seemed to be in the bile only and in which the 
tissues of the gall-bladder were free. 

There are a few points in the technic of gall- 
bladder operations which I think should be em- 
phasized. Good exposure is most essential, and 
this does not depend nearly so much on the size 
of the incision as on its location (Fig. 8). For- 
merly it was customary to make the incision over 
the fundus of the gall-bladder, but the fundus is 
nearly always movable and the fixed point is at 
its juncture with the cystic duct. The best expo- 
sure of the gall-bladder, cystic duct and common 
duct is obtained by making the incision in the 
abdominal wall at a point just over the ducts. 
This will be near the midline beginning di- 
rectly beneath the ribs to the right of the ensi- 
form. The best incision is the one made in a 
straight line through the superficial tissues and 
deep fascia, extending obliquely from the 
ensiform to a point about two inches to the right 
of the umbilicus: This is practically the Bevan 
incision. The next step is to reflect the fascia 
and separate the right rectus muscle fibres (Fig. 
9). If there is any difficulty at all in obtaining 
the exposure after the peritoneum is opened, it 

is best to cut the suspensory ligament of the 


liver. This is not always necessary, but often a 
great help. After the ligament has been cut, the 
edge of the liver turns back much more easily 
and the end of the ligament attached to the liver 
can be used as a tractor without traumatizing 
the tissue of the liver (Fig. 10). According to 
most anatomists, this ligament does not have the 
function of suspension. It can always be sutured 
or the ends tied together after the deep part 
of the operation is completed. In doing a chole- 
cystectomy it is usually best to begin with the 
dissection of the cystic duct; with some thick- 
walled gall-bladders, it may be better to begin 
at the fundus and dissect downward (Figs. 11 
and 12). Beginning at the cystic duct it is best 
to dissect the lower end of the gall-bladder and 
also the cystic duct away from the liver and 
common duct before clamping or tying; then 
the cystic duct and cystic artery can be clamped 
separately or at one time. In this way the con- 
trol of these structures is much more accurate 
and there is no danger of traumatizing the com- 
mon or hepatic duct. 

From the foregoing the following conclusions 
seem indicated : 


1. The e circulation is one of the 
most important, if not the most important, ave- 


‘ 
| 
| 
Fic. 11.—Suspensory ligament divided. Dissection of the cystic duct from the liver, 
common and hepatic ducts, the gall-bladder being held with the fingers. 
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nue through which infection reaches the gall- 
bladder. 

2. With the knowledge now at our command 
we were unable to recognize all cases of chole- 
cystitis, even with the abdomen open. 

3. The clinical history is a most important 
factor in determining the existence of chole- 
cystitis. The significance of the enlargement of 
the regional lymphatics and the condition of the 
wall of the gall-bladder is already recognized. 

4. Chronic cholecystitis without stones does 
exist as a definite pathologic lesion, and produces 
symptoms that will be relieved by the removal 
of the gall-bladder. However, chronic chole- 
cystitis may exist to a slight degree without pro- 
ducing definite symptoms. 

5. The only change in the surrounding struc- 
tures, produced by the removal of the gall-blad- 
der, is the dilatation of the common and hepatic 
ducts, and possibly the stump of the cystic duct. 
Dilatation is apt to be most marked in the hepat- 
ic duct; it is least at the intestinal end of the 


— — 


duct. Dilatation seems to stop where the duct 
through the muscle of the intestinal wall. 
6. Eventually this dilatation, with increased 
pressure, overcomes the action of the sphincter 
at the intestinal end of the duct, and the bile 
passes through into the duodenum with very 
little resistance. We believe that this mechan- 
ism explains why the removal of the gall-bladder 
cures symptoms produced i tion of 
the pancreas, assuming that the inflammation 
in the pancreas is caused by bile from the com- 
mon duct entering the pancreatic ducts. 
7. The changes in the ducts which follow 
cholecystectomy indicate that the gall-bladder 
has a definite function. 


s Rosenow, E. C.: Elective Localization of 
Amer. Med. Asso., 1915, Ixv, 1687-91. 
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NEPHROPEXY.® 
Br R. H. M. D., Boston. 


From a study of the anatomy and physiology 
of the kidney and of its relations and means of 
support, we must conclude that the organ is 
never a fixture. Mobility without symptoms 
may exist to marked degree, to be only acciden- 
tally discovered. The only primary supports 
for the kidney are intra-abdominal pressure, in- 
clination of the spine so as to form a modified 
niche for the organ and maintained by correct 

ture and the attachments of the posterior 
idney surface to the aponeurotic covering of 
the quadratus lumborum muscle. In operating 
for pathologically mobile kidney it is, therefore, 
unnecessary and also unwise to attempt a fixa- 
tion or a perfect replacement of the organ in its 
exact anatomical position, an approach to within 
one inch being sufficient, safe and so much more 
easily accomplished as to render the accurate 
approximation of the decapsulated posterior sur- 
face to the lumbar fascia much more certain in 
each case. A kidney one inch lower than its 
supposedly normal level is still within its niche, 
and by not attempting to place it higher all 
danger of injury to the diaphragm is avoided. 

Most commonly the ptosed kidney is a part of 
general enteroptosis and may be, as held by 
some authorities, the first step in development 
of that difficult and complicated condition. It 
is, however, a fact that many ients coming 
to operation for entirely dissociated conditions 
are found to have kidneys with great degrees 
of mobility without symptoms referable and 
lacking signs of general ptosis. From this fact 
it seems reasonable that an occasional uncom- 
plicated pathologically floating kidney will be 
identified, and such has been our experience. 
Perfect end-results in a large number of nephro- 
pexies will bear a closer relation to the care 
and judgment of the surgeon than to any spe- 
cial operative technic, provided the functional 


* Read before the Chirurgical Society of Boston, Dec. 30, 1915. 


activity of the kidney is not impaired. As a 
rule, the development of symptoms from mo- 
bile kidney is slow, accompanied by relaxation 
of abdominal wall and perineum, faulty pos- 
ture and lowered intra-abdominal pressure. 
Before surgical relief is undertaken there have 
frequently developed other abdominal dis- 
orders, either distinct from or secondary to the 
ptosis. Hence the need for discrimination be- 
fore operation is advised, and for thoroughness 


11. once ene enters upon that course. The wander- 
ing kidney must be considered innocent until 


proven guilty by a process of elimination. 


Ann.| When proven guilty the correction of posture 


and increase of intra-abdominal pressure may 
give relief. A thin subject may also gain much 
help from a new deposit of fat, though in my 
experience this relief has been but transitory. 
If operation is undertaken it must result in re- 
adjustment of all faulty supports and elimina- 
tion of all complicating conditions or it will not 
be completely satisfactory. If these conditions 
obtain the results will be satisfactory. So far 
as the nephropexy alone and the relief of symp- 
toms rightly laid to the wandering kidney are 
concerned, the operative mortality and result- 
ing percentages of cures will rank with those 
for repair of inguinal hernia, the two condi- 
tions offering points of analogy. The surgical 
problem in each is one of mechanics, the resto- 
ration of normal anatomy without interference 
with the physiology of the organs or tissues 
involved. In hernial repair the normal rela- 
tions may be and generally are to some degree 
changed without any resulting functional dis- 
turbance, the analogous step in nephropexy be- 


ing the more or less complete decapsulation of 


the kidney. The final strength of the hernial 
repair is dependent upon scar tissue forming 
between edges of replaced, transplanted or re- 
constructed tissue, while the only permanently 
dependable kidney support, other than intra- 
abdominal pressure and posture, which can be 
induced surgically is of the same nature, the 
scar formed between the posterior decapsulated 
surface of the kidney and the aponeurosis over 
the quadratus; and the strength of this agglu- 
tination of surfaces will depend upon the accu- 
racy with which they are brought into contact, 
just as that of the hernial scar depends. A 
nephropexy which removes the wandering ten- 
dency of the kidney and results in its perma- 
nent residence at the site chosen for it, but at 
the expense of all or a generous portion of its 
functional activity, is not a success any more 
than the repair of an inguinal hernia which 
holds securely but results in atrophy of the 
testicle. 

Moore and Corbett demonstrated in 1910 
that serious damage always follows puncture, 
incision or constriction of the kidney, and that 
the relative damage done is proportionate in 
the order named. Constriction by a suture not 
only destroys the portion of substance included 
in it, but a wide zone on either side. Three 
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encircling sutures are sufficient to practically 
destroy an entire kidney, the organ so treated 
resembling one pathologically contracted from 
other causes. Decapsulation of a sound kidney 
is, however, not followed by permanent func- 
tional change. This is attested by numerous 
investigations, both clinical and experimental. 
Lapeyre found that 62% of his dogs showed 
albumin, sugar, or both, for 24 hours after de- 
capsulation, but that it never persisted after 
that time, and that no other change was 
demonstrable. He decapsulated one kidney and 
did a bilateral ureterostomy and tested compar- 
ative permeability with fluorescine and potas- 
sium ferro-cyanide, also with intra-venous in- 
jections of iso- and hypertonic solutions of so- 
dium chloride, urea and glucose. No appre- 
ciable difference ever appeared between the de- 
capsulated and sound kidneys. 

The squamous epithelium lining the kidney 
pelvis is very prone to overgrowth under 
chronic irritation. Moore mentions a case of 
pyelotomy, following which the proliferation 
resembled a new growth. Permanent renal 
fistulae are lined principally by the prolifera- 
tion of this squamous epithelium. Such tissue 
must be avoided, if possible, in any nephro- 
pexy. It is evident that we are at liberty to 
make use of the fibrous capsule either as the 
material for permanent supports or as a tempo- 
rary anchorage, but that any wounding or con- 
striction of kidney substance must be avoided. 
No doubt a kidney may be fastened into posi- 
tion by numerous transfixions and lacings, espe- 
cially of non-absorbable material, so that it 
might never again become a wanderer; and 
perhaps many a kidney has been so treated. If 
no infection followed, and the other kidney 
proved equal to the work of both, the symptoms 
being relieved, such a case might be classed as a 
perfect result until someone got a look at that 
kidney. The operative mortality of nephrec- 
tomy on a sound kidney would be low, and that 
of thus destroying a kidney in situ, which is 
what such an operation amounts to, still 


lower, and in that respect only would the pexy. 


be better than removal; while nephrectomy 
would at least remove all danger of further 
trouble. In other words, the employment of 
any technic which involves transfixion or com- 
pression of any considerable amount of kidney 
substance in order to immobilize the organ is a 
frank removal of that organ so far as fune- 
tional activity goes, is an admission of inability 
to cure the wanderer other than by destruc- 
tion, and is little, if any, to be preferred to an 
elective nephrectomy. The developing senti- 
ment in favor of reliance upon the capsule as 
either permanent support or as anchorage dur- 
ing the period necessary for scar formation is 
pictured in the various methods recently found 
in the literature. 
Ach delivers the kidney through the loin and 
makes two longitudinal incisions in the capsule, 
running from pole to pole, one on the anterior 


and one on the posterior surface. Freeing the 


capsule between the incisions leaves a wide rib- 
bon attached at each end. A strip of fascia 
lata is removed, and one end p under the 


ribbon of capsule. The kidney is then replaced 
and the free ends of fascia stitched to the mus- 
cular wound margins. This suspends the kid- 
ney by its capsule and doubtless later by scar 
formation to some degree. 

Vogel describes a somewhat similar method. 
He forms a ribbon of capsule similar to Ach’s, 
but cuts it off at the lower end to make a free 
capsular band attached only at the upper pole. 
He then resects the 12th rib just outside the 
transverse process to increase its mobility, and 
passes the band of kidney capsule up under and 
around the rib, the end being finally brought 
down and sutured to the kidney. This leaves 
the organ suspended from the rib, and again is 
probably reinforced by later scar formation. 
One objection to this method is the danger of 
pleural injury. Mayo has called attention to 
this danger and Firth mentions a case in which 
it occurred. 

Firth recommends the Billington method of 
nephropexy. Billington’s incision begins high, 
over the eleventh rib, and he also passes a sling 
of capsule about the twelfth rib, but without 
resecting it. The kidney being delivered is 
carefully freed of fat and any accessory vessels, 
and a facial flap mobilized from the upper half 
of the organ, two-thirds of its width from the 
posterior and one-third from the anterior sur- 
face. A curved clamp is forced downward from 
above and close to the last rib, behind the rib 
and into the upper angle of the wound, the cap- 
sular flap seized and drawn around the rib, to be 
sutured back to the kidney. Two supporting 
sutures are also put into the kidney substance 
in its lower half, to be brought out through all 
muscular layers and skin to tie over gauze rolls. 
Like the method of Ach, this presents serious 
danger to the pleura, and the two supporting 
sutures, to be strong, must grasp and destroy 
considerable renal tissue. The method of form- 
ing the fascial flap has, however, one point of 
superiority over that of Ach as well as that of 
Vogel, in that it is so taken as to tend to bring 
the normal posterior surface against the quad- 
ratus, instead of the convexity, which is ob- 
viously not physiological. If Ach and Vogel 
simply made their flaps on the posterior surface 
instead of the convexity, this objection would 
be removed. 

Luzoir favors Marion’s modification of the 
Albarran method, which seems similar to the 
Billington, without the two supporting sutures. 
The flaps are fastened as high as possible, and 
the capsule over the lower pole is left to act as a 
hammock. 

Bissell calls especial attention to the incision 
and delivery of the kidney without injury to 
nerves or vessels. He freesacapsular flap 
the posterior surface, leaving it attached only 
along the convexity. This flap is sutured to 
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the muscular edge of the wound after replacing 
the kidney, but first he passes two stay sutures 
entirely around the kidney, one above and one 
below the pedicle, using silkworm gut or wire. 
The stays are brought out through all layers 
and skin, to tie over a bolster of gauze. It 
seems doubtful how much functional activity 
could be expected from this kidney, but it 
would probably remain in place permanently. 
Kelley has used one method in several hun- 
dred cases. He does not free the capsule, and 
sometimes does not even deliver the kidney. He 
passes three sustaining sutures into the kidney, 
two of them into the upper half on the pos- 
terior surface. Each suture is so placed as to 
encircle an area of pe and as little kidney 
substance as possib 
sutures cause each a dimple in the capsule and 
hold securely. Kelley relies for permanent 
support upon organic union, which he says soon 
forms. He is apparently a strong advocate of 
nephropexy in properly restricted cases. He 
sometimes brings the upper suture out above 
the twelfth rib. The amount of damage to the 
kidney by this method depends upon how much 
substance is constricted. Simply because a 
kidney is abnormally mobile or chronically dis- 
placed is by itself no indication for operation. 
Furthermore, many patients with such a con- 
dition and with symptoms referable to it, even 
lacking other demonstrable cause, had better be 
treated expectantly by such measures as may 
tend to correction of faulty posture. Such pa- 
tients, if thin, may improve with a gain in 
weight, the new deposit of perirenal fat acting 
as a r. One of our cases was so relieved, 
only to lose her fat two years later, with re- 
turn of symptoms. Most external supports and 
cushions are failures, but may be given a trial, 
the safest course being one of conservatism. 
Uncomplicated pathologically floating kidney is 
rare. The writer’s cases have all shown some 
degree of general ptosis save three. One of 
these was complicated by a mass of dense adhe- 
sions at the site of a previous operation on the 
left tube. The other two were apparently un- 
complicated at the time of operation, but one of 
them had been operated upon eight months pre- 
viously for a large ventral hernia. The last was 
the only simple case. In this instance the pres- 
ence of abundant perirenal fat had not been 
2 of the usual virtue. The appendix 
had been removed elsewhere six months pre- 
viously but without relief. Palpation of the 
kidney was unsatisfactory, and the abdomen 
was first opened for exploration. Nothing pre- 
senting save the very mobile kidney, the wound 
was closed and pexy done through the loin. 
Complete relief followed immediately. In this 
case Kelley’ s method of identification of the pain 
ter the patient on ureteral catheterization and 
distention of kidney pelvis might have obviated 
the laparotomy. 
There can be little doubt that nephropexy as 
a curative agent in many obscure cases has been 


When pulled upon, the 


overworked. Failures followed, and the blame 
was often put on the operation when it be- 
longed to the operator. Initial enthusiasm over 
something new or endowed with new virtues by 
its sponsor often leads to application in condi- 
tions for Ranges it is — indieated or by those 
unfitted by training and experience. 

The strength of the organic union between 
two denuded surfaces depends upon the accu- 
racy with which they are approximated, with- 
out undue pressure to interfere with circulation 
and without infection. The posterior decap- 
sulated surface of the kidney if accurately ap- 
proximated to the aponeurotic covering over the 
quadratus muscle will unite securely to it. This 
union is as reliable for strength as that of a 
median laparotomy scar. To bring about this 
union, eliminate complicating conditions and 
remedy the primary cause make up the treat- 
ment of floating kidney. 

Our preference is for an incision similar to 
that described by Kelley. It begins at the lower 
border of the last rib over the depression at 
the insertion of the quadratus lumborum and 
extends downward and forward to a point about 
opposite the anterior superior iliac spine. In 
thin subjects a shorter incision may * 
The insertion of the latissimus is exposed and 
separated from the rib to expose the lumbar 
triangle. The ilio-inguinal and h 
nerves are identified, usually under the edge of 
the quadratus but sometimes farther forward, 
and avoided. The fibres of the internal oblique 
are separated from those of the quadratus by 
blunt dissection and retraction to expose the 
lumbar fascia. This is incised and perirenal 
fat exposed. The kidney is freed and deliv- 
ered and held on a pair of gauze strips. The 
fibrous capsule is now incised from one pole 
to the other on a line curving along the convex- 
ity, but slightly on the * side. The 
capsule is entirely freed from the r sur- 
face and on the other side of the line of incision 
over the convexity. The posterior flap of cap- 
sule is now turned back and three or four 
sutures passed through it, each by an encircling 
stitch so as to firmly grasp a generous amount 
of 2 This stitch is similar to that used 
by Kelley but in this case includes no kidney 
substance, as shown in illustration. When these 
sutures are drawn upon, the capsular flap is 
rolled backward to leave the whole posterior 


kidney surface bare. Three or four sutures are 


similarly passed in the edge of loosened capsule 
over the convexity. The kidney is now replaced 
and the sutures brought out through muscle 
and fascia to tie on each side of the wound. 
The uppermost sutures are brought out close to 
the rib, but we have never found it advisable to 
encircle the rib. When all are made firm and 
tied the posterior surface of the kidney is accu- 
rately approximated to the aponeurotic cover- 
ing of the quadratus, and the area of aggluti- 
nation upon which we may rely for support 
must average at least four square inches. If 
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the two surfaces are put into only partial con- 
tact or clot allowed to intervene, the resulting 
sear will be correspondingly weak. The mus- 
cular edges of the wound come easily together 
and are secured with catgut, the fatty layer 
and skin being closed without drainage. The 
wound should be kept dry throughout opera- 
tion, as in repair of inguinal hernia, and the 
nerves must be avoided so as not to be injured 
or included in the supporting sutures. 

By nephropexy we attempt to relieve not a 
disease process or new growth, but a purely 
mechanical defect. We must accomplish this 
without destruction of organ or function, and 
the closer we adhere to principles of physiology 
in the work, the nearer will we approach the 


point where the operation is put upon a basis 


of generally assured success. If we are unable 
to effect a cure without ruining the kidney 
functionally we had better leave it alone or re- 
move it frankly. The sling, basket and ham- 
mock operations which constrict the kidney are 
opposed to fundamental principles of physiol- 
ogy. One is at liberty to decapsulate wholly 
or in part without wounding the kidney in 
cortex or pelvis. The free capsule offers mate- 
rial for manufacture of permanent supports or 
for anchorage sutures. Reliance is placed upon 
scar to hold after repair in other parts, and 
seems an adequate support here, provided the 
cause of the ptosis is removed previously or con- 
temporaneously; and provided the kidney is 
placed in its normal position with the posterior 
surface, not the convexity, against the quad- 
ratus muscle. If the cause is not discovered 
and removed recurrence may be expected. 

Ten cases have been treated according to this 
technic by the writer.“ 


AUTHOR’S CASES. 
Case 1. Laparotomy, lysis of adhesions, nephro- 


pexy. tectomy four years later, Dr. C. S. 
White, Washington, D. C. “Kidney firmly an- 
chored.” 

Case 2. Nephropexy. Large ventral hernia re- 


paired eight months previously. Died from causes 
other than kidney or operation. 


Cask 3. Perineorrhaphy, colporrhaphy, ventro- 
suspension, repair of large ventral hernia, ne- 
— rted in person, well, kidney in posi- 

on. 

Case 4. Laparotomy, exploratory, nephropexy. 
Appendectomy six months previously without re- 
lief. Reported in person. Well. Kidney in position. 

Case 5. Perineorrhaphy, double salpingo-odph- 


orectomy, ventro-suspension, appendectomy, nephro- 
pexy. Reported by letter. Well. * 


Cask 6. Perineorrhaphy, ventro-suspension, ne- 
phropexy. rted in person. Still some dis- 
ability, but much improved. Kidney in position. 

Case 7. Unilateral salpingo-ody ven 
— nephropexy. Reported by letter. 

Il. 


* Since this paper was written one other case has been added. 


= 4 


.| wound made at the same sitting 


p Cas hg Appendectomy, plication of abdominal 
ascia approximate recti muscles, nephropexy. 
Reported in person. Well. Kidney in position. 


Case 9. Perineorrhaphy, appendectomy, ventro- 
suspension, ropexy. Reported in person. Gen- 
erally well, orrhea. Kidney in position. 


Case 10. Appendectomy, ventro-suspension, ne- 
phropexy. Reported by letter, “Much better than 
before operation, but not strong.” 


Case 11. Not included in main list. Curettage 


All were females. Eight were married. The 
youngest was 25 and the oldest 42 years. Each 
of the married women had at least one child. 
One had two children. One had three and one 
had six. Two cases have gone through uncom- 
plicated pregnancies since operation. In no 
case was there evidence of kidney embarrass- 
ment, either early or late. There was no case 
of prolonged convalescence, the average stay in 
hospital being seventeen days. All wounds 
healed by first intention, though one patient 
had a superficial infection in her abdominal 
. There was no 
operation mortality. Of the ten, one has died from 
causes entirely dissociated from the operation and 
the others are well. Nine have reported within 
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two months, five of them in person. These five 
show kidney in place and all nine report free- 
dom from symptoms present before operation. 
Length of time since operation of cases in- 
cluded in this series varies from ten months to 
four and one-half years. In only one case was 
nephropexy done without abdominal explora- 
tion and more or less extensive work there. 
This case had a large ventral hernia repaired 
eight months before the nephropexy. The 
fourth ease in the series was the only uncom- 
plicated one. Abdominal exploration revealed 
nothing but the extremely mobile kidney. The 
appendix had been removed elsewhere six 
months previously without relief. Case 1 has 
recently had a cholecystectomy in another city, 
the operator reporting to me by letter that the 
kidney was found securely anchored at time of 
his operation, over four years after the nephro- 
pexy. 
SUMMARY. 


A mechanical problem is best solved under 
good mechanical principles. 

Success is dependent upon the degree to 
which normal anatomical and physiological 
conditions are approached. 

The kidney may not be wounded, fixed or 
constricted with impunity. 

Decapsulation, either partial or complete, 
does not impair kidney function. 

The most rational method of securing the 
kidney in position after it has become a wan- 
derer to such a degree as to demand operation, 
is that of removing the cause and aiding in the 
reconstruction of natural .support. 

Any permanent artificial support is danger- 
ous if not completely destructive to the kidney's 
functional activity. 

The rolled-up and transfixed capsular flap 
offers a perfectly adequate hold for one end of 
the anchorage, and the muscular and fascial 
layers of the loin the same for the other end 
without sutures which emerge through the skin. 

If the anatomical relations of the kidney can- 
not be permanently readjusted without destrue- 
tion of its functional activity it deserves to be 
either let alone or 
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ACUTE PERFORATION OF ULCERS OF 
THE STOMACH AND DUODENUM, WITH 
CASE REPORTS. 


By Martin T. M.D., Sam, Mass., 
Visiting Surgeon to the Salem Hospital. 


Acute perforation of the stomach or duo- 
denum unrelieved by operation, is one of the 
greatest disasters that can occur within the ab- 
domen. The termination is usually death in a 
few days. On the other hand, the results of 
early operation are among the most gratifying 
in surgery. Acute perforation of ulcers is not 
an uncommon accident, and every physician do- 
ing general practice should be prepared to rec- 
ognize it immediately, as the life of the patient 
depends on early is. There can be no 
doubt that this trouble is frequently overlooked 
until it is too late—until the establishment of a 
lethal peritonitis. It is a great — to 
diagnose acute perforation, with gastric and 
duodenal contents — * into the 
general peritoneal cavity, as 17 icitis and 
treat it expectantly accordi the Ochsner 
method. Nothing but disaster — follow such 
delay. 

Last June, Walker, in a paper read before the 
surgical section of the Massachusetts Medical 
Society, reviewed the Boston City Hospital sur- 
gical records for a period of ten years—1905 to 
1915. During this time there were 78 cases of 
acute perforation of the stomach and duodenum 
operated upon by 17 surgeons. There were 57 
recoveries and 21 deaths. Seventeen patients 
were operated u within the first 4 hours and 
all recovered. Of those operated upon from 5 
to 12 hours after perforation, there was a mor- 
tality of 17.9%; of those operated upon 13 to 
24 hours, 47. 6% ; of those operated upon 25 to 


48 hours, 66.2%. This report very well empha- 
sizes the importance of early diagnosis and sur- 
gical treatment. 


During the past few years I have had the op- 
portunity to study ten cases of acute perforation 
of the stomach and duodenum. Six of these 
were my own cases and four were seen with 
other physicians. I wish to report briefly my 
six cases because I had an opportunity to oper- 
ate upon these patients and watch their prog- 
ress after operation. These cases were operated 
on consceutively, with no death. 


— — 
F 
Am. Asao., 1914, Ixii, 348. 

Luzoir: Albarran-Marion Method of Nephropexy, Thése de Doc- 
teur, Paris, December, 1913. 
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Case 1. Mr. M., 35 years, always well—no 
stomach discomfort of any kind, was seized sud. 
denly after dinner with intense pain in pit of 
stomach. Nauseated but did not vomit. Unable to 
continue work. A physician was ed to factory 
(out of town) and. diagnosed the trouble appendi- 
citis. Was removed to a relative’s house and later 
to his home in Salem, where he was seen by the 

Patient was lying on his back with legs drawn 
up. Abdomen was rigid and tender, especially over 
right lower quadrant. Liver dullness normal. 
Abdominal pain was intense. There was some 
doubt about diagnosis because of excessive tender- 
ness and rigidity over McBurney’s point and be- 
cause of complete — 

u altho oration of a peptic ulcer was 
— Operation advised. Entered 
hospital June 11, 1912. Temperature 100°, pulse 
106 


Operation. Twenty hours after onset of symp- 
toms. A low rectus incision was made. Abdomen 
was filled with thick bile-stained fluid containing 
food particles. Appendix removed, a high rectus 
incision was made and a perforation of stom- 
ach, about one inch from pylorus, was found, with 
gastric contents pouring through. The perforation 
was closed with two layers of chromic gut. Three 
drains were inserted, one to ulcer site, one to kid- 
ney pouch and one in lower rectus incision. Con- 
valescence uneventful. Discharged from hospital 
eighteen days after operation and has since been 
perfectly well. 


Cask 2. Mr. D., age 26 years. Admitted to hos- 
ital Jan. 27, 1914. Temperature 99.6°, pulse 96. 
— for two years. Two days ago was seized 
with severe pain in epigastrium. Vomited once, 
nauseated most of the time. Pain has been getting 
worse. Entire abdomen rigid and tender—most 
marked in region of gall-bladder. Liver dullness 


norm 

Operation. High rectus incision 5 inches long. 
Considerable amount of bile-stained fluid within 
abdomen. An indurated ulcer which had or- 
ated was discovered in upper part of d num. 
Perforation closed as well as possible and appen- 
dix was removed. Drains, one to the ulcer and one 
to the kidney pouch. Convalescence somewhat 
stormy. Discharged March 4. 

Later History. Remained well for about four 
months, then there was a return of stomach symp- 
toms. Various remedies were employed by different 
physicians, which gave only temporary relief. He 
returned to me for surgical treatment which had 
been previously advised. 

Re-admitted to hospital Dec. 29, 1915. 

Operation. Median epigastric incision. Nu- 
merous adhesions about stomach and duodenum 
found. Posterior gastro-enterostomy, no loop, with 
suture was performed. Convalescence uneventful. 
— — eleven days after operation. Has since 

well. 


Case 3. Mr. K., 33 years. Dyspepsia for five 
months. Epigastric discomfort, relieved for a time 
by ingestion of food. Seized suddenly about one 
hour after breakfast with intense pain in upper 
abdomen. Seen by me about two hours after onset 
of symptoms. Patient appeared to be suffering 
very great pain. Examination showed some tender- 


ness and rigidity over whole abdomen, especially 
over right side, There was no tympany over liver. 
Pain became progressively worse. Admitted to 
hospital June 14, 1914. 

Operation. Six hours after onset of symptoms. 
Right rectus incision. When the peritoneum was 
opened some air escaped, followed by viscid bile- 
stained fluid. A chronic ulcer of duodenum near 
pylorus was found, perforated. The free fluid 
within the abdomen was carefully removed, the ap- 
pendix excised, three drains were inserted and ab- 
domen closed in the usual manner. Convalescence 
was stormy. Discharged to his home June 25 be- 
* = fire at 

ost-operative History. After returning ho 
continued to improve, and after three months = 
turned to work. Stomach symptoms returned and 
these were only temporarily relieved by medical 
treatment. 

Re-admitted to hospital Nov. 9, 1915. A flve- 
inch median epigastric incision was made; many 
adhesions were found about liver and gall-bladder: 
pyloric stenosis present. The usual posterior 
gastro-enterostomy was done. Convalescence un- 
eventful; eating solid food on the fifth day. Dis- 
charged well, twelve days following operation. Has 
since been well. Three months after operation he 
had gained 21 pounds. 


Case 4. Mr. S., 20 years. Admitted to hospital 
June 21, 1914. Always well, no stomach trouble. 
Twenty-four hours before admittance was seized 
with intense pain in epigastrium. A physician was 
called who diagnosed the trouble appendicitis. Ex- 
amination at hospital showed general abdominal 
tenderness. Tympany over liver. Pain severe. Ex- 
pression anxious. 

Operation. An ulcer about size of dime with a 
good-sized perforation in centre was discovered in 
first portion of duodenum. Abdomen filled with 
gastric and duodenal contents. Perforation closed 
in usual manner. Three drains were inserted as in 
the other cases. Appendix removed. Discharged to 
ey od Hospital four days later because of hos- 
pi re. ‘ 

Post-operative History. After leaving hospital 
was well for about two months, then began to com- 
plain of sour stomach and eructations of gas, which 
symptoms troubled him when last seen, five months 
ago. Otherwise well. 

Case 5. Mr. A., 39 years. Entered hospital Dec. 
9, 1914. Temperature 96°, pulse 100. Mother died 
of perforation of stomach, one year previous. Dys- 
pepsia for two years. 

Immediately after a heavy pork dinner, was 
seized with intense pain in upper abdomen while at 
his work in Wakefield. Taken to Salem Hospital. 

Examination at the hospital showed board-like 
rigidity of abdominal muscles, especially marked 
over right side, above and below. Abdomen re- 
tracted, liver dullness normal, expression anxious; 
patient seemed to realize that something serious 
had happened. 

Operation. Five hours after onset of symptoms. 
Abdomen filled with thick bile-stained fluid contain- 
ing food particles. A hole in the center of a large 
indurated duodenal ulcer near pylorus was discov- 
ered. Perforation closed in the usual manner. 
Appendix removed. ree drains i , the low- 
est one through low right rectus stab wound. Con- 
va ce stormy. Lavage of stomach had to be 
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resorted to frequently. Discharged Jan. 9, 1915, 
recove 

Post-operative History. Since operation the 
stomach symptoms have been about the same as 
they were previous to the perforation. Undoubt- 
edly, gastro-enterostomy is indicated. 


Case 6. Mr. S., 25 years. Dyspepsia for three 
years. Stomach distress much worse the last few 
months. Was seized with severe pain in abdomen 
while at work. Unable to continue work. Re- 
moved to his home and there seen by writer three 
hours after initial pain. Abdomen retracted and 
markedly rigid and tender throughout, especially on 
right side. Liver dullness normal. Nausea but no 
vomiting. Facies anxious. Abdominal distress 


great. 

Admitted to hospital Nov. 27, 1915. Temperature 
97°, pulse 100, Operation five hours after onset of 
symptoms. Some free fluid in abdomen, perito- 
neum everyw congested. ulcer discovered 
in upper portion of duodenum with tiny perforation 
in the center, discharging duodenal contents. Per- 
foration closed. Appendix removed. A non-loop 
posterior gastro-enterostomy with suture was 
performed. One small drain inserted to ulcer. Dis- 
charged fifteen days after operation with small 
sinus discharging slightly, which healed in about 
one week. 

Post-operative History. Since operation has 
gained 15 pounds in weight. There has been no 
return of stomach symptoms which troubled him 
previous to operation. 


Early diagnosis. — In connection with the sub- 
ject of acute perforation, the most important 
consideration is diagnosis, as this always implies 
the need of surgical intervention. There seems 
to be considerable difference of opinion regard- 
ing what constitutes the most dependable signs 
and symptoms which will aid us in making an 
early diagnosis. Mayo-Robson, in discussing the 
symptoms of acute perforation of the stomach in 
Keen’s Surgery, says: ‘‘A sudden sharp abdom- 
inal pain, accompanied by shock, is usually an 
initial symptom in perforation. Almost imme- 
diately the expression of the face changes to one 
of anxiety and great distress; the extremities be- 
come cold and clammy and the face blanched ; 
the respirations are usually shallow and quick, 
and the pulse rapid and almost imperceptible 
at the wrist. 

On examining the abdomen, the recti are 
rigid and the whole abdomen feels like a board 
and does not move during respiration. At first 
the abdomen is retracted but later it becomes 
distended with gas and fluid, and as a rule a 
thrill can be obtained in the flanks and later 
from side to side. Liver dulness is generally 
absent.“ 

There can be no doubt that these si and 
symptoms exist in certain cases of perforation. 
On the other hand, if we wait for the appear- 
ance of rapid, thready pulse, cold clammy skin, 
fluid wave and tympany over liver, before es- 
tablishing the diagnosis, I am sure that many 
cases will be overlooked—and lost. My obser- 


vations, relative to diagnosis, are based on ten! denal 


— 


cases; the six reported and four others that I 
had an opportunity to examine but not treat. 
All complained of sudden, severe pain in the 
epigastrium. This pain was of the superlative 
type, perhaps not so bad as that seen in acute 
pancreatitis, but worse than that observed in the 
ordinary appendix case. Eighty per cent. of pa- 
tients gave a history of previous stomach 
trouble of greater or less degree ; 20% had none 
whatever. 

All the cases gave evidence of general abdom- 
inal tenderness and muscular rigidity early. In 
this connection I believe it is well to use the 
expression first hour, general tenderness and 
rigidity in contradistinction to the later mani- 
festation of these signs in appendicitis, and 
some other acute abdominal conditions. Nausea 
and vomiting occur with so many abdominal 
disorders that they are of little value as diag- 
nostic symptoms. Hematemesis did not occur 
in any of the ten cases. All the patients suf- 
fered great abdominal distress. They looked 
anxious, apparently realizing that something se- 
rious had occurred within the abdomen. Op- 
eration in each case was accepted without hesi- 
tation. Nine cases occurred in men from 20 to 
65 years of age. One was in a young woman 
of 20 years. 

Perforation of duodenal ulcer near pylorus 
occurred in seven cases. Perforation of gastric 
uleer within 11% inches of pylorus in 
three cases. In operating on my cases, chromie 
gut was used to close the perforation, as I dis- 
liked to leave silk or linen in an infected field. 

Drainage :—One drain was usually inserted to 
right kidney pouch, one to ulcer, and one 
through a low right rectus incision—preferring 
this to the usual suprapubic drain. In relation 
to this matter, W. S. Smith, in his experiments 
showed that in perforation of the duodenum the 
fluid first runs downward in the direction of the 
right kidney pouch. When this is filled, it de- 
scends along the outer side of the ascending 
eolon as far as the brim of the pelvis. The 
level of the fluid rises until it reaches the pelvic 
brim, then overflows into the pelvis. This ex- 
plains why, especially in duodenal perforation, 
appendicitis is frequently simulated. 

Gastro-Enterostomy:—It is often difficult to 
decide whether it is wise to do a gastro-enteros- 
tomy at the time of closure of perforation, as 
was done in Case 6. is is especially true in 
duodenal cases with extensive induration. 
Moynihan was the first to advocate gastro- 
enterostomy under these conditions. Since then 
many surgeons, notably Deaver, have advised 
this procedure as routine treatment. It seems 
to me that good judgment must be used in this 
matter by the average surgeon, as a promising 
case may be rendered hopeless by too much sur- 
gery. 

CONCLUSIONS. 
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Early operation yields a high percentage of 
cures. Late operation gives a low percentage 
of cures, even when performed by a master sur- 


geon. 

2. It occurs most frequently in adult males 
giving a history of stomach trouble. Complete 
absence of dyspepsia (Case 1) should not pre- 
clude the possibility of this diagnosis. 

3. The most important diagnostic guide is 
the occurrence of sudden, severe, epigastric pain 
immediately followed by signs of spreading 
peritonitis, which manifests itself by the pres- 
ence of general tenderness and muscular rigid- 
ity. 
4. Early or first hour general tenderness and 
rigidity are very important signs in differen- 
tiating acute perforation from appendicitis and 
many other surgical lesions within the abdo- 


men. 

5. The points of maximum tenderness and 
rigidity are at first, especially in duodenal — 
foration, on the right side above and below. 
The rigidity later becomes board-like over the 
whole abdomen. This is quite distinctive of 
perforation, although in exceptional cases it 
may not be present. 

6. Tympany over the liver is usually not 
present. It may occur, however (Case 4). Its 
absence should not militate against the diagno- 


sis. 

7. The abdominal pain as a rule is very 
severe and patients have an anxious expression, 

apparently realizing that something serious has 
occurred within the abdomen. The pulse, how- 
ever, is often only slightly accelerated in the 

inning. This is surprising considering the 
gravity of this condition. 3 

8. Early operation, implying repair of per- 
foration with or without gastro-enterostomy, 
should give a high percentage of recoveries. 

9. Simple repair is apt to be followed by 
stomach symptoms, which later require gastro- 
enterostomy for their relief. 

10. In properly selected cases, gastro-enter- 
ostomy, performed at the time of closure of 
1. ze is followed by most gratifying 
results. 


—— — 


Therapeutir and Preventive Medicine. 
POST-OPERATIVE TREATMENT.“ 
By G. M. D., Boston. 


For the attainment of successful end-results 
in surgery it is essential that patients subjected 
to operations or to surgical procedures should 
receive throughout convalescence treatment com- 
mensurate and compatible with the particular 

rocedures indulged in. Such treatment cannot 
ogically be separated from the operation itself; 

Read before the Everett, Mass., Medical Society, Nov. 30, 1915. 


indeed, it is a very vital factor in the success or 
failure of the operation. Sooner or later it is 
the experience of almost every practising sur. 
geon to have to record as a failure the final 
results of a particularly satisfactory piece of 
work, because of some error of judgment in the 
care of the case subsequent to the operation. 
This error of judgment, failure to do the right 
thing at the right time, may be an error of omis. 
sion or one of commission, either on the part 
of the surgeon himself, his assistant, his house 
officer, or his consultant, whichever has to do 
with the post-operative care of the case. 

Along with the development of surgery and 
its technic have gradually come to be recognized 
certain definite principles of post-operative 
treatment, and it is with these, for the most part, 
that this paper will deal. For the most part,“ 
advisedly, because in a field where definite, de- 
tailed procedure is so essential and so vitally a 
part of the whole broad subject, it is impos- 
sible entirely to ignore particulars; and in sur- 
gery, as in warfare, sanitary science, or football, 
it is attention to detail that makes for success. 

Though it may seem paradoxical, 
ative treatment really begins with pre-operative 
care. By this we mean that in order better to 
get the desired ultimate results, it is essential 
that our patients be properly prepared before- 
hand, both mentally and physically. We all 
know with how much more fortitude and com- 
placency the average individual approaches the 
operating table if he has become somewhat fa- 
miliar with his surroundings, with those who 
are to care for him during his convalescence, 
and if he has been made to feel that the impend- 
ing operation is not, after all, such a terrible 
bugaboo. Mental apprehension beforehand un- 
questionably lowers to a certain extent, depend- 
ing, of course, upon individual temperaments, 
the patient’s resistance and recuperative pow- 
ers. Perhaps the most striking example of this 
is in goitre cases. The majority of these pa- 
tients do much better after operation if they 
are kept in ignorance beforehand of the exact 
time, or even day, at which the operation is to 
be done. The same is true, perhaps to a lesser 
degree, of highly excitable and nervous women, 
who are likely to be sleepless and frightened, 
and to lose ground by delay. But on general 
principles it is better, when possible, to give 
patients a preliminary rest in bed before oper- 
ating. Besides the confidence already referred 
to, which they acquire, the surgeon has an op- 
portunity to study carefully the case, to learn 
the physical conditions, a knowledge of which 
may prevent a subsequent calamity, to become 
acquainted with the peculiarities of the indi- 
vidual, and to determine what anesthetic is best. 
The presence in the urine of acetone or diacetic 
acid forbids any but an emergency operation. 
Sugar, or granular or fatty casts, or a consider- 
able quantity of albumen, makes us hesitate 
to operate. The advisability of operation on 


patients with hemoglobin under 50%, except for 
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bleeding, is questionable. Constipation should 
be corrected as far as possible. Besides in- 
creasing the possibility of wound infection 
through escape of intestinal bacteria into the 
tissues, it adds to the patient’s discomfort ; also, 
by decreasing the patient’s resistance, it in- 
creases the chance of infection from without. 
Violent purgatives should be avoided. They act 
as depressants. The rational of emptying the 
bowels by a saline cathartic the night before, 
and by an enema on the morning of operation, is 
that should a shock enema become necessary 
during or after operation, the bowel will absorb 
the enema much more readily. Also, in abdom- 
inal operations the intestines are much more 
easily manipulated. If iodine is to be used as 
a disinfectant, the surface to which it is to be 
applied may be scrubbed with soap and water 
several hours before, but not immediately pre- 
ceding, operation. This is because the water 
swells the surface epithelium and prevents the 
iodine from entering into the skin. Operations 
should preferably be done in the morning. Thus 
the patient is saved several hours of dread and 
worry, and the surgeon is at his best. 

Certain post-operative complications may be 
guarded against by watchful observation on the 
part of the anesthetist during the operation. In 
capital or prolonged procedures, in operations 
upon weak and debilitated persons, or at times 
when haste is essential, much valuable informa- 
tion may be had from frequent readings of the 
blood pressure. The warning of approaching 
disaster given by this scientific course enables 
the surgeon to order proper stimulation to pre- 
vent the calamity, and oftentimes from going on 
with the operation to do something advisable, 
but not absolutely necessary. It is perfectly 
possible and practical for the anesthetist to fol. 
low the blood pressure without in any way inter- 
fering with the operator. This is done by the 
auscultatory method, using a Tycos instrument, 
the bulb and dial of which may be carried to the 
head of the operating table merely by lengthen- 
ing the rubber tubing. 

Immediately at the end of the operation, the 
patient is to be carefully wrapped in blankets 
and placed in a bed previously warmed with 
suitable heaters. The temperature of these 
should not be above 110° F. When the patient 
is put to bed, these heaters should be placed 
about him, always outside the blanket, never in- 
side, for the danger of burns is ever-present, 
and cannot be too strongly emphasized. The pa- 
tient must never be left alone. A reliable nurse 
or attendant should remain with him to guard 
against accidents from choking or vomiting, or 
to prevent any act of violence. A watchful at- 
tendant will frequently note the appearance of 
symptoms premonitory of collapse, which de- 
mand immediate relief measures. Following 
operations in or about the mouth, the tongue 
must sometimes be held forward until the pa- 
tient is fully out of the anesthetic. 

Unless there be special contra-indications, it 


is best to place the patient on his right side, 
propped there by pillows at his back. Hewitt 
advances these reasons for so doing: ‘‘In this 
position stertor at once ceases; the tongue 
gravitates to the side of the mouth, and a free 
airway is established; mucus and saliva are not 
swallowed; coughing is prevented, and should 
vomiting occur, any vomited matter will readily 
find an escape from interfering with breath- 
ing. 
It is the writer’s practice, almost without ex- 
ception, to give hypodermatically, as soon as the 
patient is in bed, or recovering consciousness, a 
proper dose of morphine. This keeps the pa- 
tient quiet until the immediate effects of the 
ether have worn off, and prevents the restless- 
ness so common after anesthesia. Also, it les- 
sens the pain incidental to the operation. 

As an accompaniment to post-anesthetic nau- 
sea and vomiting, it is usual to have a certain 
amount of pallor and feebleness of pulse. This 
should occasion no alarm, unless it continues 
and becomes progressively worse, when meas- 
ures should be taken to combat it. 

As the patient recovers consciousness, there 
arises the question of posture. Probably be- 
cause it has become a custom, patients are 
usually kept on their back. There are many 
definite objections to this position. Women, 
says Morse, ‘‘who are kept long in this posture 
after laparotomy are very liable to develop 
cystitis, from inability to empty the bladder 
completely. The position also undoubtedly in- 
creases to some extent the nausea and vomiting, 
as it allows the mucus or saliva to collect in the 
mouth and fauces.’’ It is also responsible for 
much of the backache of which patients com- 
plain. Very few people, as a matter of fact, 
sleep wholly on the back, and when forced to do 
so, are most uncomfortable. The posture 
straightens the lumbo-sacral curve, putting on a 
stretch the muscles and ligaments in this region, 
and thus inducing pain. If, for any particular 
reason, the patient must lie on his back, the 
lumbar region and knees should be supported 
by pillows. There is also an increase in the 
tendency to gaseous distention in the dorsal posi- 
tion. 

It is our practice to allow patients to assume, 
as soon as they wish, whatever position is the 
most comfortable, nor do we remember any evil 
results therefrom. 

The Fowler, or semi-erect position, is one of 
our greatest assets in treating cases of appen- 
dicular abscess, septic peritonitis, or any condi- 
tion in which the patient has been e to 
abdominal infection. In this position, all the 
fluids gravitate to the pelvis, the lymphatic sup- 
ply of which is relatively poor. This means, 
of course, less absorption. It is in the upper 
part of the abdomen that the lymphatics are 
most abundant, hence the desirability of keeping 
septic material from this area. The fluids gravi- 
tating to the pelvis are very readily carried 
by proper wound drainage. 
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Thirst. One of the most unpleasant after- 
effects of anesthesia is the intense thirst,—not 
infrequently it is more distressful to the pa- 
tient than the pain itself. DaCosta and Kal- 
teyer have demonstrated that following anes- 
thesia the watery elements of the blood are 
diminished, and that the intensity of the thirst 
is nearly always increased in proportion to the 
amount of blood lost during the operation. The 
thirst following ether is probably greater than 
after any other anesthetic. One of the most sat- 
isfactory methods of allaying this condition is 
to give directly after operation, either before 
the patient leaves the table, or as soon as he is 
put to bed, a high rectal enema of warm salt 
solution. The average rectum tolerates and re- 
tains from four to six ounces, which may be 
repeated every four hours. This also acts, of 
course, as a stimulant. The fluid is absorbed 
from the rectum into the circulation, thereby 
replacing the lost element. Patients invariably 
call for cold water, but sips of hot water unques- 
tionably give greater relief. It is our custom 
to allow the patient a liberal amount of hot 
water if he desires it, soon after recovering 
from ether. This almost invariably washes out 
the stomach, thus overcoming, to some extent, 
the nausea and vomiting, and enables the 
stomach to retain more of the fluid which is 
subsequently allowed. If the water does not 
suffice, a little champagne on shaved ice, a little 
hot black coffee, cold wet cloths kept in the 
mouth, or frequently bathing the lips and rins- 
ing out the mouth with cold water, usually does. 

ausea and Vomiting. Post-operative nausea 
and vomiting is another exceedingly uncomfort- 
able complication, and one which may at any 
time assume serious proportions. The nausea 
coming after ether is likely to be much more 
severe than that following gas-oxygen, chloro- 
form, or any of the so-called ether-chloroform- 
ethyl-chloride mixtures. Indeed, it is advanced 
as one of the strong points in favor of gas oxy- 
gen anesthesia that it is free from this unpleas- 
ant complication. This has been the writer’s 
experience, too, that while there usually is a 
certain amount of nausea after this form of 
anesthesia, it is likely to be much less than 
after the other forms. In general, it may be 
said that the amount of vomiting after anes- 
thesia is in direct ratio to the length of the 
anesthesia and the quantity of the anesthetic. 
Bearing this in mind, it should be our endeavor 
to reduce to a minimum the volume of anes- 
thetie. 

The nature or extent of an operation un- 
doubtedly has its influence upon post-operative 
vomiting. Operations upon the intestines, fe- 
male pelvie organs, protracted laparotomies in 
which the bowels are exposed or freely manip- 
ulated, or in which there is much traction on 
them, are more likely to be followed by post- 
operative sickness. Lewin advances the theory 
that „the vomiting is frequently due to swal- 
lowing the mucus and saliva containing some of 


the anesthetic in solution. The anesthetic thus 
acts as a direct irritant to the stomach, and 
vomiting is induced by the elimination of the 
drug through the glands of the gastric mucosa. 
He suggests two plans to prevent this local 
effect: first, a local cocainization of the gastric 
mucosa; second, by protecting it by the use of 
some substance which will form a coating over 
it, such as mucilage of acacia, or by a thick de- 
coction of Iceland moss. To combat these condi- 
tions numerous remedies have been used. Hot 
coffee, champagne, small doses of cerium oxa- 
late, or bismuth sub-nitrate,.or calomel in small 
and frequently repeated doses, sodium bicar- | 
bonate, have all been employed with more or less 
effect. We personally have found lavage with 
sterile water or salt solution to give the most 
beneficial results. 

Gastro-Mesenteric-lleus. Following upon 
post-operative vomiting we every now and then 
meet with a case of so-called gastro-mesenteric- 
ileus. In this there is a persistent and seem- 
ingly uncontrollable vomiting, at first merely 
of mucus and bile, and later brownish, foul- 
smelling material. The patient is usually very 
much distended, and almost always it is possible 
to outline the stomach, which is the most dis- 
tended organ of all. The condition is one not 
absolutely understood, but is probably due to 
kinking of the gut at a point near the stomach. 
Unless recognized and properly treated, it is 
very likely to end fatally. The only treatment 
which is of real benefit is frequent and thor- 
ough lavage. As the tube enters the stomach, 
there is usually a tremendous rush of gas, fol- 
lowed by quantities of the material described. 
We recall the case of a young, vigorous man, 
who had a severe local peritonitis following an 
acute appendiceal attack. His vomiting began 
as soon as he recovered from ether, becoming in- 
creasingly more violent, and within a few hours 
the character of the vomitus became that already 
referred to. The stomach was tremendously bal- 
looned, making respiration extremely difficult. 
Lavage with normal salt solution was instituted 
and repeated many times, at two-hourly inter- 
vals. It was several hours before there was no- 
ticeable improvement. It was necessary to con- 
tinue the lavage for nearly three days before 
the stomach washings were clear. As soon as the 
conditions improved, the patient began to get 
better, and made an uninterrupted convales- 
cence. In this class of cases there is likely to be 
marked prostration or even collapse, calling for 
most vigorous stimulation. 

Pseudo-Ileus. Another unpleasant complica- 
tion now and then encountered is that of intes- 
tinal paresis, or pseudo-ileus. To gain quote 
Morse, ‘‘This implies a form of intestinal ob- 
struction brought about by a certain degree of 
muscular paralysis of the intestinal tract.’’ The 
condition may follow prolonged intestinal ex- 
posure, but is most likely to follow minor pro- 
cedures. No definite pathological condition has, 
so far as we know, been demonstrated in these 
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cases, but rather they seem to be neurotic in 
character, and to be due to lack of intestinal 
nerve force. It is very easily confused with 
peritonitis, There is marked distention of the 
bowels, apparent exhaustion of the patient’s 
vital forces with sub-normal or normal tem- 
perature, feeble pulse, the symptoms usually 
coming in from 48 to 72 hours after the opera- 
tion. One of the most distressing symptoms is 
inability to move the bowels. In treating the 
condition, the aim, of course, is to establish per- 
istalsis as quickly as possible. The stomach 
should be washed out, and high rectal enemas 
containing vigorous peristaltic agents, should 
be given. An enema which we have found use- 
ful consists of magnesium-sulphate, glycerine, 
salt solution, each 2 oz., powdered aloes, 40 
grains. This mixture is very often sufficient, 
but if it fails, to it may be added 2 dr. of tur- 
pentine, often with good results. At the same 
time should be given active cathartics from 
above, such as calomel in divided doses, fol- 
lowed either by Rochelle or Epsom salts. Eserin 
salicylate may be given in 1/20th grain doses 
subeutaneously. 

Hiccough. Hiccough is sometimes persistent 
and hard to control. It is usually indicative of 
inflammatory conditions of the abdominal vis- 
cera, It is seen with post-operative as well as 
ante-operative peritonitis. If it be due to gas- 
tric irritation, lavage is sometimes promptly 
curative. Morphia may control where other 
remedies fail. Sometimes ether sprayed over 
the epigastrium is sufficient to cause it to dis- 


a r. 
ost_Anesthetic Complications. There are 
certain conditions directly the result of the an- 
esthetic itself, which we meet at times. Such are 
ether burns of the face, easily prevented by 
spreading vaseline over all surfaces with which 
the ether may come in contact, either directly or 
through the cone; conjunctivitis, which is the 
result either of the ether vapor or of the ether 
itself getting in the eye. This is best prevented 
by a towel over the eyes, but if once acquired, 
usually yields promptly to frequent washings of 
the eyes with boracic solution. Ether pneu- 
monia, fortunately, is rare. It is usually of the 
broncho type, but may develop into the lobar. 
One of the early tragedies in our experience was 
a death from ether pneumonia, following so 
simple an operation as amputation of the thumb. 
The treatment of this type of pneumonia 1s very 
like that of the ordinary pneumonias with which 
one meets. It is apt to run a short, sharp 
course. Acute nephritis, with suppression of 
urine, is rarely met with, but is a condition 
which must be borne in mind. The treatment 
of this complication is essentially that of acute 
suppression under non-surgical conditions, hot 
packs, diuretics, and purgation. 
Post-Operative Temperature. Following any 
operation it is usual for the patient to have a 
certain amount of temperature. This differs 
materially from surgical fever, and bears no 


relation to infection, when moderate in degree. 
This type of fever in clean cases seldom lasts 
more than 48 to 60 hours, and rarely exceeds 
102° or 103° F. There is usually associated 
with it an increased pulse rate. Let alone, the 
condition usually subsides of itself, but practi- 
cally always disappears directly after catharsis 
has been established. 

If for any reason, the temperature does not 
fall, it should lead the physician to a careful 
investigation of his patient, both local and gen- 
eral, for it must always be borne in mind that 
there may be occurring some condition due in 
no wise to the operation. One of the most strik- 
ing examples that we recall was that of a patient 
operated upon for gall-stones. She developed 
typhoid and, on top of this,a pneumonia. Need- 
less to say, she died. We frequently have seen 
tonsillitis intereurrently during convalescence, 
also scarlet fever and other diseases directly to 
blame for the continued temperature, and easily 
overlooked. Excluding extraneous conditions, 
however, a continued elevation of temperature 
after a clean operation usually means wound in- 
fection. 

Wound Infection. Wound infection may 
either remain local, or, by dissemination, be- 
come general. When it is local, the patient 
usually complains of tightmess, soreness, or 
stinging pain in the wound itself. Investigation 
may show nothing, whatever, especially in the 
early stages. Soon, however, it will be noticed 
that there is a little swelling at some point in 
the wound, with possibly a little redness if the 
infection be near the surface. Palpation reveals 

tenderness, causing the patient to pull 
away. Such an infection is of one of two 
types,—phlegmonous, or there may be actual 
pus formation. In the former type, frequen 
changed poultices of some hot antiseptic, pref- 
erably bichloride in a 1-2000 solution, is suffi- 
cient to overcome the infection. If this fails it 
may be necessary lightly to scarify the area. In 
the very early stages an ice bag will usually 
abort the infection. In those instances in which 
actual pus formation has taken place, there 
is only one thing to be done. That is, to 
open the wound and drain out the pus. In do- 
ing this be sure that the opening is large 
enough. If the pus has burrowed, the incision 
should be carried directly over the path of the 
burrow and virtually to its limit. This free 
drainage induces healing very much more 
— than wicking the wound underneath the 


The other type of post-operative infection is a 
septicemia, or pyemia, which, of course, means a 
general infection. To combat this, drastic meas- 
ures must be taken. In general, the various 
channels of elimination should be encouraged to 
do their best. The patient’s strength should 
be kept up by proper stimulants, and the source 
of the infection sought out and eradicated.. 

Post-Operative Hemorrhage. This may be a 
matter of gravity, or merely one of annoyance. 


| 
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If of the former type, there is sudden collapse, 
pallor, rising pulse, which becomes constantly 
more thready, and if the hemorrhage be occur- 
ring in the abdomen, it is usually possible on 
percussion to obtain shifting dullness in the 
flanks. Such a condition calls for immediate 
interference on the part of the surgeon. The 
patient must be anesthetized, the abdomen 
opened, the bleeding point found, and secured. 
Once this is done, stimulants must be adminis- 
tered. In those hemorrhages referred to as 
annoying it usually means that there is going 
ou a capillary or venous ooze. This type is 
most likely to be seen after amputations or op- 
erations upon pus cavities, bones, ribs, the 
tongue, or on any vascular areas. It may be due 
to the slipping of ligatures, or neglect on the 
part of the operator to ligate the smaller vessels, 
or failure to stop all oozing at the time of the 
operation. This form of hemorrhage becomes 
manifest in from two to four hours after op- 
eration through the dressings and bandages be- 
coming stained or soaked with blood. Dressings 
should be immediately removed, and the source 
of hemorrhage, if possible, ascertained. If the 
bleeding is from a vein, all constriction above 
the wound must be removed. If the hemorrhage 
is not profuse, new dressings should be firmly 
applied and held in place by a snugly-fitting 
bandage. Usually this is all that is necessary. 
If the bleeding point is deeply seated, pressure 
may be applied in the form of a compress di- 
rectly over the surface of the wound. 

Care of the Wound. As a general principle, 
it may be said that the less we interfere with 
clean wounds, the better. It is usually well to 
examine a wound from 48 to 72 hours after op- 
eration. If infection is going to occur, it 
usually is manifest by that time, and it is early 
enough in the majority of cases to cut short the 
infection. After this first dressing, unless the 
patient complains of tenderness, or unless there 
is a rise in temperature, the wound need not 
again be looked at for three or four days. If at 
any time on examining the wound, it is found 
that the stitches are pulling or cutting, or if 
there is redness about them indicative of slight 
infection, they should be immediately removed. 
On general principles, stitches may be taken out 
on the seventh or eighth day. Depending upon 
the length, situation, and character of the 
wound, we may or may not use adhesive strips 
to hold the edges together following the removal 
of stitches. 

When to remove the wicks is a question of 
importance. If the wick is put into a clean 
wound at the time of its closure, merely for the 
purpose of draining off whatever serum or blood 
may accumulate, as in hernias, or in clean dis- 
sections upon the neck, the wicks or drains may 
be safely withdrawn within forty-eight hours. 
Whether or not the original should be replaced 
by another at this time must be decided in each 
instance. If there be much dead space, and if 
there has been a considerable amount of fluid 


drained away, it is advisable to reinsert a wick 
for another day or so, but only under these con- 
ditions. As to the time when to remove drains 
from infected wounds, there can be no definite 
rule. Each case must be considered by itself. 
In abdominal wounds drained for a moderate 
degree of infection for a local peritonitis, it is 
our custom to start the wicks on the fourth or 
fifth day, to withdraw them two or three inches 
on each succeeding day, until on the seventh or 
ninth we completely remove them, If there has 
been much infection, or if the wound is draining 
profusely at the time the original wicks are re- 
moved, they should be replaced and carried well 
into the abdominal cavity along the same tract 
in which they were lying. In these pus cases the 
wick should be changed daily, after the original 
has been withdrawn, or at the most, every other 
day. If the wound is to be irrigated, irrigation 
should not be begun under the tenth day, for 
before that time the walling-off adhesions have 
not become sufficiently established to safely war- 
rant ‘irrigation. Various substances may be 
used for washing out wounds, —mild bichloride, 
a borie solution, or, what the author believes to 
be best, normal salt solution, which tends to 
encourage healing. In these cases in which 
there has been comparatively little infection, 
and from which the abdominal wicks are re- 
moved from the fifth to the seventh day, there 
should be carried down to, but not through, the 
peritoneum, a small gauze drain. This may be 
gradually withdrawn during the next three or 
four days, and left out entirely by the eighth or 
tenth day, and the edges of the wound strapped 
together. 
eeding after Operation. Patients should be 
given nothing to eat until the nausea and vom- 
iting has entirely disappeared. Following its 
disappearance they may have, for the first 
twenty-four hours, liquids without milk. Such 
a diet includes milk broths, the white of eggs, 
grape juice, orangeade and lemonade. Ginger 
ale is sometimes given, but we feel that it is pro- 
ductive of so much gas that it should be inter- 
dicted. Usually 48 hours after operation we give 
our patients 2 gr. of calomel in quarter-grain 
doses, at half hourly intervals. In an hour after 
the last dose we follow the calomel by a saline 
cathartic, either magnesium sulphate, or citrate 
of magnesia. One hour later this is followed by 
a compound enema, containing glycerine, mag- 
nesium sulphate and water, 2 oz. of each. After 
the patient’s bowels have freely moved we allow 
him a diet of soft solids. This includes dropped 
eggs, moistened toast, crackers and milk or 
broth, jellies, strained soups, bread without 
crust, custards, soft puddings and the like. 
Within another twenty-four hours, if all is go- 
ing well, we increase the diet to include solids, 
starting, of course, very gradually. By the end 
of the fifth or sixth day, the patient is usually 
allowed that which is called house diet. 
Post-Operative Shock. Immediately after ma- 
jor operations, and in minor ones in which there 
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is evidence of exhaustion, and before the patient 
js removed from the operating table, a high 
shock enema should be given at a temperature of 
110° F. The ingredients should be black coffee, 
brandy, salt solution, each 2 oz., and 1 drm. of 
adrenalin chloride. Some stimulant should also 
be administered hypodermatically. Strychnia is 
commonly employed, but seemingly better results 
are obtained from camphor in oil, 3 grains in 
about one-half drachm. Other measures com- 
bative to shock, whether it comes at the end of 
the operation or later, are the placing of heaters 
about the patient, bandaging of the lower ex- 
tremities from toes to thigh, elevating the foot 
of the bed from 8 in. to 12 in., and in severe 
cases a pint of normal salt solution containing 
either 1 drm. of adrenalin, 1 oz. of brandy, or 
both, should be given under the greater pec- 
toral. The adrenalin should never be given in 
any greater concentration than this, as it may 
cause a local necrosis of tissue, just as salvarsan 
does, which is extremely difficult to heal. By 
rectum, until there is response to the relief 
measures, there should be given every four 
hours, 2 oz. of brandy in 4 of salt solution. 
Other stimulation may be given as is consid- 
ered necessary. In cases in which the shock is 
primarily due to great loss of blood, intravenous 
infusion of one pint of normal salt solution, or a 
direct blood transfusion, will many times bring 
the patient to a favorable turning point. It is 
always well, too, in shock cases, to give morphia, 
as the more quiet the patient is, the better. The 
drug, too, undoubtedly has an indirect stimulant 
effect. As the pulse begins to improve, the stim- 
ulation may be gradually reduced, but it should 
not be too suddenly withdrawn. It is well to 
leave the foot of the bed elevated for several 
hours after the pulse has become fairly good, 
for a sudden change in the patient’s position 
may cause a recurrence of conditions. 

There is a great deal more to be said about 
post-operative treatment, but the aim here has 
been to touch upon the underlying principles, 
and briefly to deseribe treatment of some of the 
more common complications, But let it once 
again be emphasized that we can hope for good 
results from our surgery only by giving our 
patients the most watchful and detailed treat- 
ment during convalescence. 


Cliniral Department. 


STREPTOCOCCAL INFECTION 
SIMULATING DIPHTHERIA. 


By D. M. Lewis, M. D., New HAVEN, CONN., 
Epidemiologist, Board of Health. 


ErRMIOLOOICAI. aspects of the spread of the 
so-called ‘‘grippe’’ are notable from their com- 
plete absence. The following case, a type com- 
monly seen during the past season, is of especial 
interest in its epidemiology. 

Case History. C. M., age 3, female, after sud- 
den onset of laryngeal stenosis, was intubated 
and sent to the Isolation Hospital as a case of 
diphtheria. Reported January 28, 1916. 

Epidemiology. Family, one of six occupying 
the house, consisted of five children. Of these, 
R. M., male, age 3, showed a bilateral excoriat- 
ing sanguino-purulent nasal discharge with 
crusted lesions of chin and cheek. The remain- 
ing three children showed no nose or throat 
lesions, and there was no history of previous sore 
throats. Of the children of the other five fam- 
ilies, one, N. C., a female, age 3, had been re- 
ported as a clinical case of diphtheria on Decem- 
ber 28, 1915, and had at this time an acute naso- 
pharyngitis. Cultures in December had re- 
peatedly shown the streptococcus only. The on- 
set, temperature and tonsillar lesions were cor- 
roborative, and her infection was traced to a 
family of four children, all of whom had had 
streptococcal sore throats in August, 1915, and 
at the latter period two of them had recurrences. 
One of the latter was a female, aged 3, and a play- 
mate of N. C., living in an adjacent house. R. M. 
had had the nasal lesions for several days, the 
chin and cheek lesions appearing after the nasal 
discharge. For the ten days previous, he had 
been a constant companion of N. C., after the 


and cheek lesions. The remainder of the family 
showed negative cultures. N. C. showed positive 
streptococcus only. 

Course of Infection. On February 8, 1916, 
two older sisters of R. M., ages 8 and 10, had 
streptococcal sore throats, and the remaining 
child, an infant, at this time showed recent im- 
petiginous face lesions, yielding, on culture, the 
streptococcus. The entire family was quaran- 
tined from January 28 to latter February, when 
C. M. was returned from the hospital. At this 
time the nasal discharge and face lesions of the 
carrier, R. M., had been cured. At no time did 
R. M. develop a sore throat. 

Conclusions. Streptococcal infections may 
not only exactly simulate diphtheria clinically, 
but there may likewise be demonstrated true 
ner — The carrier, as in diphtheria, may * 

or a nasal one in type. The latter 


rt as in diphtheria, is the one giving rise to 
secondary cases. 


latter had been released from quarantine. 

Cultures. R. M. showed pure cultures of the 
streptococcus from both nares and from the chin 
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AN INTERESTING CONTACT CASE OF 
DIPHTHERIA. 


By Joun A. Crecont, M.D., Boston, 


Medical Inspector, Medical Division of the 
Boston Health Department. 


AN interesting and instructive case was offi- 
cially called to the attention of the Boston 
Health Department, recently. It emphasized 
the well known fact that care should always be 
exercised in determining the diagnosis where 
there is a possibility of a venereal infection or 
otherwise. 


Katherine ——, age 7 years, was taken by her 
mother to the family physician on account of the 
discovery by the mother of a discharge from the 
vulva. The physician, with apparently undue haste, 
made the diagnosis of gonorrhoeal infection and 
stated that in his opinion the child had recently 
been raped. No smear was taken and the diagnosis 
was evidently made solely on the presence of the 
discharge from the vulva. The statement made by 
the physician naturally disturbed the mother and 
father of the little patient and they consulted the 
Boston Health Department. Upon being assigned 
to the case, I found that the child had a sero-san- 
guineous discharge from the vulva. 
decided exudate on the lower part of the vulva and 
it extended on to the perineum in the form of an 
incrustation. There was a noticeable quantity of 
blood exuding from this exudate. There was a 
marked odor which was the first indication to the 
mother that there was anything unusual. I found 
no clinical evidence of rape. 

On questioning the child, I learned that there 
had been a discharge for at least one week. Eight 
smears were taken for the purpose of determining 
the presence of gonococci. They were all repo 
negative by the laboratory. These smears were 
taken from various parts of the vulva, from the 
urethra and from different areas of the exudative 
process. 

The next morning I was called by the mother to 
treat another daughter, age 14 years, and found 
her with a clinical case of faucial diphtheria, which 
diagnosis was confirmed by a positive K.L. from 
the laboratory. This development naturally sug- 
gested an investigation for the probable carrier in 
the household, and a routine examination disclosed 
another sister, aged 5 years, with a distinct mem- 
brane in each nostril from which a positive cul- 
ture was reported from the laboratory. This last 
sister slept with the child who had the exudative 
process in the vulva, and the former, on further 
questioning, was found to have had a dis- 
charge from the nose for two weeks previously. 

Katherine was given 3,000 units of anti-toxin as 
soon as I made a clinical diagnosis of diphtheria 
in her other two sisters. Three thousand units were 
subsequently administered to her eight hours later. 
No other treatment was instituted. in her case. 

Marie, the child with clinical faucial diphtheria, 
received 15,000 units of anti-toxin in forty-eight 
hours. Margaret, who had clinical nasal diphtheria, 
was given the same quantity in the same interval. 

Two other children in the same family, were 
clinically negative, naturally received an immuniz- 


There was a 


ing dose of 1,500 units. Marie, with faucial diph- 
theria, made an uneventful convalesence, showing 
two negative cultures on the eighth day. Ma 

with nasal diphtheria, had a protracted convales- 
ence, two successive negative cultures for release 
not being obtainable until the twenty-fourth day 
from the date of the first treatment. 

In this (Katharine’s) case, the discharge from 
the vulva cleaned up in forty-eight hours after the 
first injection of anti-toxin. The exudate disap- 
peared in the same length of time. 

It may be remarked in her case that she showed 
no positive cultures, but it is a well recognized 
fact among bacteriologists and epidemiologists, that 
not infrequently such is the case in diphtheritic 
vulvitis, on account of the presence of other micro- 
organisms common in the vaginal secretions which 
prevent the growth of K.L. bacillus. 


Diphtheria of the vulva is not a very common 
disease, but it would seem to me that we have 
here a well defined case of this type. The pres- 
ence of the other two cases of diphtheria in the 
same family, the fact that the child with nasal 
diphtheria slept with Katherine (vulva type) 
showing the probability of contact, and the very 
rapid recovery after the administration of anti- 
toxin, certainly seems to bear out my conten- 
tion and emphasizes the fact that one should be 
ready to recognize the probability of contact 
cases, and that it is possible to have diphtheria 
invade unusual channels. 


— 


Reports of Societies. 


rted NEW ENGLAND SOCIETY OF DERMATOL- 


OGY AND SYPHILIS. 


Tur second meeting of the Society was held at 
the Boston City Hospital on November 18, 1915, 
with the President, Dr. Abner Post, in the chair. 


The following cases were presented and discussed: 


1, RODENT ULCER (TEREBRANT VARIETY). PRESENTED 
BY DR. T. W. THORNDIKE. 

The man was 49 years of age, with no venereal 
history. Fifteen years ago two or three hard lumps 
appeared on the forehead. Six years ago the dis- 
ease became pronouncedly ulcerative, the erosion 
beginning at the inner canthus of the eye and pro- 
gressing steadily, without any ten toward 
cicatrization, until the whole upper half of the left 
side of the face had been wn to, and in- 
cluding, in places, the bone. 

The man has had x-ray treatment, with much re- 
sulting benefit. 


2. CASE FOR DIAGNOSIS. PRESENTED BY DR. W. v. 
BOARDMAN. 
The condition appeared about one year ago, j" >t 
after the birth of a child. At first the appearances 
were those of an acute eczema,—deep pigmentation, 


scaling, sharp borders and marked rosacea. Since 
then the eruption has changed very little. Many 
forms of treatment have been tried, and the most 


t 


* . 
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successful results have been obtained from salicylic 
acid and resorcin. 

Dr. Towir believed the condition to be an irri- 
tated chloasma rather than an acute eczema. 

Dr. BoarpMAN stated that scaling was at first a 
marked feature. 

Dr. Tow e replied that the original chloasma had 
probably been modified by treatment. 


3. PSORIASIS. PRESENTED BY DR. w. p. BOARDMAN. 


The child was four years of age and was brought 
before the Society merely because of the extent and 
the severity of the process in one so young. 


4. LUPUS VULGARIS, PRESENTED BY DR. T. W. THORN- 
DIKE. 


A case of lupus vulgaris of the serpiginous type, 
which first appeared as a small nodule when the 
patient was about twenty-two years old, in the be- 
ginning ually enlarging, but later growing 
with rapidity. was negative according 
to a Wassermann test. The patient has had various 
forms of treatment, including CO, snow and ra- 
dium, without any success, but has finally received 
four x-ray exposures and now shows appreciable 
improvement. 

Dr. Wuite drew attention to the seat of the dis- 
1. the scalp—a rather unusual site for lupus 
vulgaris. 


5. LUPUS VULGARIS, PRESENTED BY DR. T. W. THORN- 
DIKE, 


A case of lupus vulgaris of the exfoliating type. 
The lesion is somewhat scaly, leaving very little 
cicatrix; in fact the cicatrix rather resembles an 
atrophy than a true scarring. The edges of the 
atrophic area are not elevated; there have never 


8. CONGENITAL NAEVUS PIGMENTOSUS ET PILOSUS. _PRE- 
SENTED BY DR. T. W. THORNDIKE. 1 


The patient states that her mother, just previous 
to patient’s birth, was attacked by a dog. The great 
interest in the case lay in the form of therapy to 
adopt. Should the hair be removed by x-ray, with 
the possibility of a resulting burn? Should CO, 
snow or liquid air be employed? Should the area 
be excised and a plastic operation done?- One must 
remember that growths are potentially malig- 
nant if left alone. If the lesion is irritated now, 
the possibility of subsequent malignant growth is 


Dr. Burns advised the use of CO, snow, stating 
that where the hair was fine the snow both 


the hair and the pigment, but where the hair was 
coarse then electrolysis or x-ray had to be employed 
in addition. 


Dr. Oxtver preferred excision in the present in- 


Dr. THornpike asked if excision would tend to 
encourage malignancy. 

Dr. Oxtver replied that the chances of malignancy 
were very slight. 

Dr. THORNDIKE stated that in his opinion the 
dangers of malignancy in these moles was more 
theoretical than actual. 


9. ECZEMA SEBORRHEICUM. PRESENTED BY DR. w. P. 
BOARDMAN. 


An unusual example of seborrheic eczema of six 
months’ duration. The patient has been under 
treatment for some time. The is most 
marked in scalp, axillae, umbilicus and in genito- 
crural region. The hands have been the most re- 
sistant to treatment, growing worse under salicylic 
acid and resorcin, but have improved slightly undes 
crude coal tar ointment. In the axillae the most 
typical areas appear, sharply outlined, greasy and 


been any nodules noted, and the process has shown | scali 


no tendency towards ulceration. For these reasons 
it would be well to consider whether this is not a 
case of lupus erythematosus. The Wassermann test 
is negative. The patient has improved under x-ray 
treatment. 

Dr. Burns said that he had seen the patient five 
or six years ago. were then very evident 
lupus nodules about the periphery, and distinctly 
nodular, ulcerative and exfoliating areas were pres- 
ent. diagnosis of lupus vulgaris was at 
that time and should be made now. . 


6. ECZEMA. PRESENTED BY DR. G. P. HOWE. 

A case of very severe eczema, followed by very 
extensive alopecia. The disease is now clearing 
up, but as yet the hair has scarcely begun to return. 


7. KELOID, PRESENTED BY DR. T. W. THORNDIKE. 


Duration, fifteen months. The young woman 
burned herself with alcohol, and the subsequent 
keloid has caused deformity, contraction and pain. 
The new growth was excised, but after the opera- 
tion the recurring keloid was 50% larger than the 
first, and exquisitely tender. The patient has had 

e pain enti isa i 
has subsided certainly 0. and is now no 
discomfort whatsoever. 


10. LUPUS VULGARIS. PRESENTED BY DR. T. W. THORN- 
DIKE. 

The patient was exhibited to illustrate a most 
gratifying result obtained by the use of liquid air. 
Twenty-five applications have been made. The’dis- 
ease was extensively ulcerative when first seen. The 
exhibitor regarded this as the first successful result 
he had observed after the use of liquid air. 

A discussion followed in regard to the respective 
values of liquid air and CO, snow, and in conclusion 
Dr. Thorndike said that he preferred CO, snow be- 
cause he could mold it to the shape of the lesion, 
and could feel under his fingers exactly what he was 
doing, and, in addition, liquid air was costly and 
CO, snow cheap. 

11. XERODERMA 2 PRESENTED BY DR. F. J. 
KEANY. 
The man, now twenty-eight, was born in Russia. 


The first lesions appeared when he was three and a 
half years of age, and the — presented all the 


— 
ng. 7 
the pigment and atrophy and teleangiectases, some 
of the lesions have become epitheliomatous and have 
been removed surgically. The brother is in a sim- 
lar condition. 
Dr. Ware remarked upon two extraordinary, ap- 
parent facts. The disease is apt to occur in two 
members of the same family, and affects two broth- . 
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ers or two sisters, but never in his knowledge a 
brother and a sister. 


12. SYPHILIS OR CARCINOMA OF THE TONGUE. PRESENTED 
BY DR. T. W. THORNDIKE. 


The man was infected with syphilis twenty-five 
years ago, and at the time received extensive treat- 
ment. About 1912, inguinal adenitis developed. At 
the same time his tongue began to thicken and be- 
came fissured and roughened. Fifteen months ago 
the tongue began to hypertrophy, and at the present 
time one can see its marked sclerosis and appreciate 
the possible question of malignancy. Severe pain, 
of a nocturnal character, radiating around occipital 
and temporal regions, is now a marked feature. 
There have been many positive Wassermann tests. 
The tongue does not react to mercury or to salvar- 
san; intramuscular injections and iodide of potash 
cannot be tolerated, for within twenty-four hours 
swelling of the submental glands develops. A bi- 
opsy was made at another institution and the diag- 
nosis of carcinoma . We are not willing, in 
this hospital, to say that the disease is carcinoma, 
nor are we willing to say that it is lues. We even 
go so far as to say that it is not “chronic inflamma- 


tory”, but think there is a secondary — U 


superimposed here. In this hospital mercury 
x-rays have been employed and the glands have gone 
down remarkably under the treatment. 

‘Dr. ABNER Post stated that the patient had had 
negative as well as positive Wassermann tests. In 
this case the two pathologists do not agree and the 
Wassermann tests do not agree. Pain, however, 
radiating through the ear, is much more common 
during malignant disease than during sypbilis. 

Many of the members were inclined to agree with 
Dr. Post that carcinoma was present. 

The following cases were presented by Drs. C. J. 
Wurte, F. S. Burns, E. L. Outver, J. H. 
and L. J. ums. 


1. URTICARIA PIGMENTOSA. 


A child of five months, whose cutaneous eruption 
began at the age of six weeks. The present lesions 
are distributed over the entire trunk, face, scalp, 
and-even on palms and soles. The mother says the 
outbreak first appears as bright red maculo-papules, 
which finally subside, leaving brown pigmented 
macules. The eruption does not itch. The lesions 
vary in size from a pea to an almond, and are buff 
to chocolate-brown in color. The child is breast-fed 
and appears to be perfectly well. The mother states 
that no medicine has been given to the patient. 
All in all, the baby presents as perfect a picture of 
the disease as one could wish to see. 

Dr. Wuirte stated that while the mother was car- 
rying the child, and after its birth as well, she had 
eaten a great many oranges. Assuming that an ex- 
cess of acid in the diet was a probable factor in the 
prolongation of urticarial conditions, could not this 
rather excessive ingestion of oranges on the moth- 
er's part be a factor in the child’s present condition. 


2. PITYRIASIQUE EN PLAQUES DISSéM- 
IN 
Duration, four years. The process started with a 
small lesion on the chest, and has continued stead- 
ily, without intermission, ever since. Today the 
process is present over the chest, abdomen, inner 
aspect of arms, inner aspect of thighs and above the 


buttocks. The characteristic lesion is one to two 
inches in diameter, and is a sharply defined, slightly 
elevated, yellowish red, round or oval area. At first 
appearance it closely resembles an urticarial wheal. 
There is no distinct scaling, although the lesion is 
distinctly seborrheic in type. Mild itching is pres- 
ent. 


3. A CASE FOR DIAGNOSIS. 


The process, now three years old, involves both 
hands and extends somewhat above the wrists, being 
more extensive on the left than on the right. The 
patient states that the condition began on the cen- 
ter of the palms, and then slowly spread thence 
to other portions of the hand. In the palms 
there is a moderate amount of keratotic thickening, 
the surface of which is stippled with a profusion of 
small pearls. Elsewhere the outbreak consists of a 
moderately bright erythema, whose borders almost 
everywhere are abrupt. In places there also seems 
to be slight infiltration and a little dry scaling. The 
patient complains of very little sensation, and there 
are no recognized constitutional symptoms. On the 
soles of both feet, extending half to one inch on the 
lateral surface, there is a similar erythematous 
rocess, also with well demarcated edges. Here the 
patient complains of some itching and mild burn- 
ing. According to the woman’s story, she took no 
drugs before the skin affection developed. In dif- 
ferentiation we may consider dermatitis medica- 
mentosa and pellagra as possibilities. 

Dr. Towir remarked upon the keratotic condition 
of the palms, and asked if the woman did much 
sweeping. He believed that some systemic process, 
possibly connected with the sweat ducts, lay at the 
bottom of the trouble. 

Dr. Burys replied that there was no history of an 
occupational factor in the case. 

Dr. Wurrr believed the disease to be an arsenical 
keratosis. To be sure, the patient had denied the 
ingestion of any drugs, but such a condition could 
be produced by the long-continued absorption of 
arsenic, while on the other hand, no other theory 
would explain so well the cutaneous appearances 
present. 


4. VITILIGO? 


The roughly symmetrical eruption, now eight 
months old, is found on the trunk and thighs, spar- 
ing the face, arms and lower legs. It consists of 
sharply defined, large and small, grey-brown areas, 
without any distinct elevation or appreciable thick- 
ening. The lesions on the back, neck and thighs 
are similar to those described above. On the abdo- 
men, extending to flanks, are apparently some- 
what similar areas, which are distinctly lacking in 
the normal pigment of the skin, resulting in a cu- 
rious mottled appearance of the body. Certain 
lesions about the breast and on the flanks have a 
distinctly violaceous surrounding border. The le- 
sions on the thighs and shoulders show the slightest 
possible intimation of thickening, but in no place 
is there distinct hardening or sclerous change, as 
the first appearance of the lesions would suggest. 
The patient complains of mild itching, and states 
that the process started on the chest and developed 
within a few weeks over the other affected parts of 
the body. No lesion that has appeared has entirely 
disappeared. The young woman has been to no 
re and has applied no treatment, internal or 
external. 


‘ 
~ 
— 
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De. pe the case belonged more * — 
up of atrophies pigmentary changes 
din than to the sclerous groups. 


5. LUPUS ERYTHEMATOSUS ? 


The patient was a boy of five years, and for the 
previous eighteen months the “butterfly” area of his 
face and nose had been very slightly thickened, 
somewhat erythematous, furfuraceously ing, and 
— sharply defined from the surrounding norma! 

In. 

On account of the child’s age one was reluctant 
to call the disease lupus erythematosus, but a care- 
ful examination of the scales and lanugo hairs had 
failed to disclose the presence of any mycelium or 
spores, so that the possible, though not probable, 
question of ringworm was ruled out. 


6. LUPUS ERYTHEMATOSUS. 


Duration of process, fifteen years. The patient 
says that the eruption disappears every winter and 
returns in summer, but such a story is highly in- 
credible. Today, the whole face and back of the 
neck, the whole outer aspect of both forearms and 
the whole top of the scalp show a finely scaling or 
glazed, atrophic condition as white as mother of 
pearl where not dotted or blotched with active, scar- 
let, somewhat elevated areas. The scalp, in the af- 
fected parts, is totally denuded of hair. 


7. DERMATITIS HERPETIFORMIS. 


_ A boy of six, whose case had been carefully stud- 
ied in the skin ward. He was not up to the mark 
mentally; he was rather underfed; he had poor 
teeth, but the x-ray had disclosed no pus pockets in 
their roots nor in the hollow bones of the face; he 
had adenoids and trouble with the turbinate bones 
of the nose (which were to be attended to shortly); 
he had a “white” count of 16,000, but curiously 
enough never an eosinophilia above six per cent. 
The outbreak was periodic, but consistently of the 
multiform rather than the herpetiform type, and 
always most picturesque and most strikingly sym- 
metrical. Occasionally there was an isolated bulla, 
perhaps one-half inch in diameter, but the essen- 
tial lesion was a hese round macules ap- 
peared, for the most part, on the trunk, and soon 
developed a raised, probably microscopically vesic- 
ular, red periphery. Then arose rapid, eccentric 
growth, so that in a few days a most extraordinary 
picture was formed, and the whole torso was cov- 
ered with these now huge circles and polycyclic fig- 
ures where coalescence had occu Such an at- 
tack would require perhaps two to three weeks for 
the completion of its cycle, and was not apparently 
influenced, and certainly not prevented, by arsenic. 
Sulphur ointment externally would unquestionably, 
where applied, check the growth of the otherwise 
rapidly spreading circles, but in the dry atmosphere 
of winter such treatment ca inful desiccation 
oa oe of the skin and had to be aban- 
on 


8. NAEVUS VASCULARIS. 


The patient presented a “port-wine mark” over 
the whole right side of the face. This was at first 


treated in several areas with radium, but the effect ! 


4 


produced was not very i 

Oliver had used the Kromayer lamp, one applica- 
tion of forty minutes, and as a result there was a 
distinct paling in this treated area, although the 
— the improvement had not yet 


reached. 

Dr. Oliver was asked how much reaction he got, 
and replied. Not more than a very severe sunburn. 
a subsequent blister for three or four days. The 
reaction does not appear until the next day, or at 
the earliest, in six hours.” 


9. LYMPHANGIOMA CIRCUMSCRIPTUM. 


press the fluid or the color. The lesions appea 

two to three years after birth, but remained quiet 
until puberty. At first the patient was treated with 
CO, snow with rapid and marked success, but as she 
objected to the ensuing reaction radium was tried. 
This method proved effective but, of course, was 
slower; but as the patient preferred this treatment 
it was pursued, and the process was slowly disap- 
pearing under the radium exposures. It is worth 
recording in this instance that the areas treated by 
artificial snow showed a tendency to recur, while 
those subjected to radium had been absolutely cured. 


10. DERMATITIS HERPETIFORMIS. 


An excellent example of the long continued, 
grouped, papular type, where one never sees a ves- 
icle, but where the chronicity and periodicity and 
seeming incurability are noteworthy, and where the 
typical recurring leukocytosis and eosinophilia are 
well pronounced. 


11. LICHEN PLANUS. 


A very perfect example of the disease in a much 
overworked and mentally harassed woman of sixty. 
The eruption was remarkable for its great abun- 
dance and its nicity and tenacity. 
treated the patient with all the+ 
known and recognized “specifics,” but the eruption 
— failed to yield one iota to this well directed 
therapy. 


12. DERMATITIS HERPETIFORMIS. PRESENTED FOR DR. 
BUFFORD BY DR. BLAISDELL. 


Duration, four years. Patient has had eight suc- 
cessive attacks of the disease during this time, with 
intervals of several between the outbreaks. 
Today, he shows over the entire body typical, 
grouped lesions consisting of vesicles, ruptured and 
unruptured, on erythematous bases; there is also a 
great deal of crusting and excoriation. This pa- 
tient has had two strongly positive Wassermann tests 
at intervals of four months, but denies syphilis both 
by history and symptoms. 

At the close of the meeting Dr. T. W. Thorndike 
gave a lantern demonstration of congenital syph- 
ilitie bones as revealed by the x-rays, and exhibited 
a Greek leper from the Boston tion Hospital. 

Cuartes J. Wurte, Secretary. 


A young girl presented over and in front of her 

right shoulder band-like groups of very delicate, 

superficial, elevated, vesicular —— — 

size, some yellow and translucent, o purple- 

and opaque, suggesting the individual elements of 
... — thimble-berries. From neither type could one ex- 

— 
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THE EFFECT OF WAR UPON AN ARMY 
MEDICAL CORPS. 


Ox March 9 of this year we commented in 
these columns upon the hearings before the 
Military Committee of the House of Represen- 
tatives. In regard to the testimony of General 
W. C. Gorgas before this Committee, in which 
he asked for seven medical officers for every 
1000 enlisted men, the Washington, D. C., Herald 
says. In reply to this argument, the Senate 
conferees cite the fact that none of the European 
armies previous to the war had over four med- 
ical officers to a thousand enlisted men.’’ 

The writer in the Herald does not mention the 
fact that England has had to strip her home ter- 
ritory to supply the army with medical officers 
and to call on the United States in addition. 
He does not mention the fact that the Surgeon- 
General of the French army called to the atten- 


tion of the French general staff that the army 
was very short of medical officers, and that he 


was unwilling to accept the responsibility for 


the results unless the numbers he called for were 
allowed him. Both of these facts were available 
in the quotations from British and French 
sources given at the hearing. 

The quotations from the report of the Sani- 
tary Committee of the French Chamber of Dep- 
uties concerning the conditions existing in the 


French army in 1913-14, the report being made 


to the Chamber by M. LaChaud, the chairman of 
the Committee, show conditions that should not 
have been possible in any army, and this at a 
time when the line officer of the French Serv- 
ice was preparing for the present war. The war 


following very soon, this protest smouldered un- 


til August, 1915, when it broke into flame in the 
French Chamber of Deputies and Senate. This 
apparently had considerable influence in the de- 
feat of the French Ministry in the fall of 1915. 

The Freycinet Commission, which was ap- 
pointed by President Poincaré in 1914 and 
which had taken an active part in this protest, 
was re-formed and two of its members taken into 
the new ministry (M. M. Freycinet and M. Bour- 
geois). The reports of these Commissions and 
the discussions in the Chamber of Deputies show 
the results which follow neglect of the sanitary 
side of army questions and the necessity for 
careful study of these problems in time of peace 
in preparation for the difficulties of war. 

On page 638 of the Committee Report, para- 
graph 4, General Gorgas says: 

„It is always an easy matter during the 
actual period of hostilities to obtain legislation 
for increasing the various branches of the mili- 
tary establishment; but to increase a technical 
staff like the Medical Corps when war becomes 
imminent, or after it has begun, does not meet 
the actual needs of the situation, for the new 
men entering the corps from civil life, while 
they may be wholly competent as practitioners 
of medicine and surgery, are without the special 
training necessary to enable them to solve the 
problems of medico-military administration and 
properly to perform the duties of the medical 
officer. 

We were much pleased to note that H. R. No. 
2766 (the Hay bill) calls for 7 medical officers 
per 1000 enlisted men, as recommended by Gen- 
eral Gorgas. We sincerely hope that the con- 
ferees will allow this provision to remain in the 
law. It is quite evident by the history of the 
present war that they and more will be needed 
once the United States becomes involved in war. 
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For the United States deliberately to calculate 
on receiving the charity of its citizens is un- 
worthy of a great nation. The United States 
should prepare as deliberately for the care of its 
sick and wounded as it does for the destruction 
of its enemies. We do not agree with Miss 
Boardman when she says, on page 1222, „Mr. 
Chairman, in war it is impossible for the medical 
service of any army, however efficient, to meet 
the demands that will be made upon it.’’ 

The United States should make provision for 
the care of its sick and wounded in any future 
wars in such a way as to render a criticism of 
its attitude impossible, no matter how just such 
a criticism of its past positions may be. 


PREDISPOSING CAUSES OF 
TUBERCULOSIS. 


For a practical people such as we Americans 
are supposed to be, perhaps the most certain 
way of arousing public interest in questions re- 
lating to the health of the laboring classes is to 
tell how much it costs the State to care for the 


vietims of advanced disease. We are beginning 


to appreciate the fact that the expenditure of 
comparatively small sums in prevention may 
save much greater amounts in the long run. In- 
formation upon this most important aspect of 
medicine is accumulating, and gradually, here 
and there, appear evidences of progress. 

An excellent study along the line of preven- 
tive medicine has been carried out by Robinson 
and Wilson of the United States Public Health 
Service.* These investigators, at the request of 
the Board of Health and the Anti-Tuberculosis 
League of Cincinnati, undertook a survey of 
conditions in that city to determine, if possible, 
the reason for the abnormally high death rate 
from tuberculosis. The research consumed more 
than one year; 19,932 employees from 38 indus- 
tries were examined and 154 establishments 
were inspected. Analysis of the predisposing 
causes of tuberculosis was made in cases of that 
disease found among employees, in those re- 
ported to the board of health and among in- 
mates of the municipal tuberculosis hospital. 
This analysis was supplemented by a general 
survey of housing and economic conditions, of 
elimatie conditions, of the prevalence of other 


1 Industrial Workers, Publie Health Bulletin 


diseases as a predisposing cause, and of the 
character and rate of growth of the population. 

The report contains so many interesting and 
valuable observations that it is difficult to choose 
particular ones for comment. The analysis of 
predisposing causes most in evidence in 442 
eases of tuberculosis investigated is instructive: 
Cases in which there was a history of tubercu- 
losis in the family, 32.4%; cases in which pov- 
erty and poor housing were most in evidence, 
9.7%; cases in which alcoholism, venereal dis- 
ease and excesses were most in evidence, 10.8% ; 
cases in which other diseases and injuries were 
most in evidence, 8.4% ; cases in which occupa- 
tion hazard or working conditions were most in 
evidence, 18.1%; cases in which none of the 
foregoing factors was in special evidence, 20.6%. 

Infection from a member of the family is seen 
to be a very frequent cause of the disease. To 
prevent this, the writers urge sanatorium treat- 
ment for early cases, segregation for open cases, 
and the education of the family in prophylactic 
measures. They consider the consumptives who 
frequent cheap lodging houses the most danger- 
ous class, and advise their frequent medical ex- 
amination and segregation. In regard to the 
predisposing causes found in industries, the 
writers found that marble and stone workers 
run the greatest risk of developing tuberculosis. 
They believe, however, that ‘‘in the majority of 
instances the hazard was not inherent in the 
occupation itself, but was due to the bad hy- 
gienic and sanitary conditions obtaining. 
Housing conditions and poor economic condi- 
tions generally appear to be responsible for a 
larger percentage of cases than would be sug- 
gested by the table. These factors enter into 
the problem of tuberculosis in a large propor- 
tion of the cases, even when a more definite pre- 
disposing cause can be found. The recommen- 
dations which follow this report seem to us so 
sane and so practicable that we print them in 
full: 

They are: 

1. Erection of a sanatorium for the treat- 
ment of incipient cases. 

2. Increased segregation of advanced cases, 
and their detection by frequent medical exami- 
nation of lodging-house inmates. 

3. A more strict surveillance over families 
in which tuberculosis exists, by employment of 
all-time physicians for frequent visits 
and medical examinations of other members of 


the family. 
4. Institution of measures whereby a more 
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accurate knowledge can be had of the where- 
abouts of all reported cases, by the passage of 
an ordinance by which the city authorities are 
kept informed of the removals of all families 
and perhaps some form of colonization of the 
lodging-house class. 

5. By having accurate records of all remov- 
als, the disinfection of houses and rooms can be 
more thoroughly carried out, and by using me- 
chanical cleansing and scrubbing with antiseptic 
solutions will be more efficiently performed. 

Increased detection of both incipient and 
advanced cases by medical examination of in- 
dustrial workers, either by physicians from the 
health department or physicians employed 
jointly by the manufacturers and workmen. 

7. Improvement in sanitary and hygienic 
conditions in many work places, ially as 
regards ventilation, time and manner of clean- 
ing floors, toilets and wash rooms, and promis- 
cuous spitting. 

8. Institution of State industrial insurance, 
by which the worker can obtain the necessary 
medical relief, rest, ete., and the family be pro- 
vided for while the remedial measures are being 
carried out. 

9. The improvement of home conditions by 
providing sanitary homes in the suburbs, with 
reasonable rent and cheap and rapid transit be- 
tween these homes and the work places. 

10. Revision of the building code, with more 
rigid requirements in regard to old houses and 
converted tenements and placing tenement house 
inspection under the health department, with an 
increase in the number of inspectors.’’ 


— — 


INDUSTRIAL HEALTH INSURANCE. 


In the issues of the Journau for January 6, 
February 24 and April 6, 1916, we have com- 
mented editorially on the general subject of 
compulsory industrial health insurance and, in 
particular, on a bill, fostered by the American 
Association for Labor Legislation, which has 
been under consideration at the present session 
of the Massachusetts General Court. Whatever 
the opinion upon the general provisions of this 
bill, it appears that its phraseology is not yet 
satisfactory, and a new draft of the measure 
has been suggested, printed and recently circu- 
lated. In this draft the particular attention of 
physicians is directed to Sections 8 to 14 inelu- 
sive, the text of which at present has been re- 
vised as follows: 

**Sect. 8. Beginning of Right. Insurance, 
with the exception of maternity benefits, begins 
with the day of membership. The maternity 
benefits shall be payable to any woman insured 


against sickness for at least six months during 
the year preceding the confinement, or to the 
wife or widow of any man so insured. 

‘*Sect. 9. Medical, Surgical, and Nursing At. 
tendance. All necessary medical, surgical and 
nursing attendance and treatment shall be fur. 
nished by the carrier from the first day of sick. 
ness during the continuance of sickness, but not 
to exceed twenty-six weeks of disability in any 
consecutive twelve months. In case the carrier 
is unable to furnish the benefit provided for in 
this section, it must pay the cost of such service 
actually rendered by a 


„Seet. 10. Medical Service. The carriers, 
subject to the approval of the Commission, shall 
make arrangements for medical, surgical, and 
nursing aid by legally qualified physicians and 
surgeons, and by nurses or through institutions 
or associations of physicians, surgeons, and 
nurses. Provision for medical aid shall be made 
by the carriers by means of either: 


1. A panel of physicians to which all legally 
qualified physicians shall have the right to be- 
long, and from among whom the patients shall 
have free choice of physician, subject to the phy- 
sician’s right to refuse patients on grounds 
specified in regulations made under this act; 
provided, however, that no physician on the 
panel shall have on his list of insured patients 
more than 500 insured families nor more than 
1,000 insured individuals ; 

2. Salaried physicians in the ew of the 
carriers, among which physicians the insured 

shall have reasonable free choice; 

3. District medical officers, engaged for the 
treatment of insured persons in prescribed 


areas; 
4. Combination of above methods. 


„Seet. 11. Medical Officers. Each carrier 
shall employ medical officers to examine patients 
who claim cash benefit, to provide a certificate of 
disability, and to supervise the character of the 
medical service in the interests of insured pa- 
tients, physicians, and carriers. 

„Sect. 12. Medical and Surgical Supplies. 
Insured persons shall be supplied with all nee- 
essary medicines, surgical supplies, dressings, 
eyeglasses, trusses, crutches and similar appli- 
ances prescribed by the physician, not to exceed 
$50 in cost in any one year. 

‘*Sect. 13. Hospital Treatment. Hospital or 
sanatorium treatment and maintenance shall be 
furnished, upon the approval of the medical 
officer of the carrier, instead of all other bene- 
fits (except as provided in Section 16), with the 
consent of the insured member, or that of his 
family when it is not practicable to obtain his 
consent. The carrier may demand that such 
treatment and maintenance be accepted when 
required by the contagious nature of the disease, 
or when in the opinion of its medical officer such 
hospital treatment is imperative for the proper 
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treatment of the disease or for the proper con- 
trol of the patient. Cash benefit may be discon- 
tinued during refusal to submit to hospital 
treatment. Hospital treatment shall be fur- 
nished for the same period as cash benefit. This 
benefit may be provided in those hospitals with 
which the funds and societies have made satis- 
factory financial arrangements which have met 
the approval of the Social Insurance Commis- 
sioners, or in hospitals erected and maintained 
by the funds and societies with the approval of 
the Commission. 

‘*Sect. 14. Arbitration Committee. All dis- 
putes between the insured and physicians, or be- 
tween friends and physicians, concerning med- 
ical benefits shall be referred to special commit- 
tees composed of representatives of the interests 
concerned, with an chairman 
ed by the Commission, with an appeal to the 
Commission. 


pressed editorial opinion on the general aspects 
of this subject. Legislative action upon it is un- 
likely to be taken during the present season. A 
careful consideration of the provisions of the 
bill as relating to the medical profession is, 
therefore, earnestly urged upon all physicians 
in order that they may be prepared to form ju- 
dicial opinions prior to the reopening of the 
subject in the next legislature. 


RECENT MEDICAL LEGISLATION. 


In the JounxaL for May 4, 1916, we com- 
mented editorially upon the resolution intro- 
duced by Senator Works of California, which 
states that inasmuch as the American Medical 
Association is a national organization of physi- 
cians and surgeons of one school of medicine 
only, whereas the Public Health Service of the 
United States is intended to represent all classes 
of people, of all medical or non-medical beliefs, 
in national and interstate affairs, Be it resolved 
by the Senate and House of Representatives of 
the United States of America, in Congress as- 
sembled, that it shall be unlawful for any officer 
or employee of the Public Health Service of the 
Government to be or become a member or officer 
of, or in any way connected with, any medical or 
private health association or organization of 
any kind. 

It is difficult for those of us of the ‘‘one 
school of medicine” represented by the Amer- 
ican Medical Association to characterize by any 


other term than absurd this resolution of Sen- 
ator Works. One need only to point out that 
the present Public Health Service of the United 
States, the quarantine laws, control of epi- 
demics, sanitary regulations and the passage of 
laws aimed at the securing of pure food, includ- 
ing milk—in short, all the laws of hygiene and 
sanitation—are the result of the activities of 
those who have believed as the ‘‘one school of 
medicine’ has believed. In seeking to divorce 
the interests of the Public Health Service and 
the great body of regular physicians, Senator 
Works really repudiates all of the advances 
hitherto made in the cause of public health. 

This resolution is now before the Committee 
on Public Health and National Quarantine, of 
which Senator Weeks of Massachusetts is a 
member. We cannot believe that this commit- 
tee will report favorably such an iniquitous 
piece of legislation. 


— 


THE TESTING OF VISION AND HEARING 
IN THE PUBLIC SCHOOLS. 


In the issue of the JournaL for May 25 we 
published a report by Dr. William H. Devine, 
director of medical inspection in the Boston 
public schools, on physical examinations of 
pupils made in these institutions during the past 
winter. In another column of the present issue 
of the JourNaL we publish a further commu- 
nication from Dr. Devine on the tests of vision 
and hearing made in the Boston public schools 
during the decade 1907 to 1916. The statistics 
for this period are presented in tabular form, 
noteworthy points being the decline in the per- 
centage of defective vision, and especially of de- 
fective hearing during this decennium. Atten- 
tion is called to these important and interesting 
results of a valuable work in child welfare which 
is the direct outgrowth of medical inspection. 


MEDICAL NOTES. 


MepicaL Meerines at Detroir.—The sixty- 
seventh annual session of the American Medical 
Association is to be held at Detroit, Mich., next 
week from June 12 to 16, and in conjunction 
with it the sessions of its fifteen scientific sec- 
tions and of several non-affiliated organizations. 
Among the latter may be noted particularly the 
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forty-first annual meeting of the American 
Academy of Medicine, from June 9 to 12, and 
the eighteenth annual meeting of the American 
Proetologie Society on June 12 and 13. Com- 
plete announcement and programs were pub- 
lished in the Journal of the American Medical 
Association on May 6, to which members of the 
Massachusetts Medical Society and other phy- 
sicians purposing to attend any of these meet- 
ings are referred. The subjects for special con- 
sideration by the American Academy of Medi- 
cine are the relation of legislation to the prac- 
tice of medicine, and the relation of the science 
of medicine to legislative enactment. 


PuysiciaNs For SERVICE IN May 
5, an appeal was issued by the Chinese Medical 
Board to the medical profession of Philadelphia 
to supply fifty physicians and surgeons for im- 
mediate service at hospitals in China. It is be- 
lieved that the furnishing of this unit will be 
undertaken by the College of Physicians of 
Philadelphia. 


TRELOAR CripPLes’ HospiTtaL AND COLLEGE.— 
The recently published first medical report of 
the Treloar Cripples’ Hospital and College at 
Alton, Hampshire, England, presents a record 
of the work of this institution by its medical 
superintendent, Dr. H. J. Gauvain. There is 
an introduction by Lord Moulton descriptive of 
the origin and purposes of the Hospital. The 
report is well illustrated with fifty-two figures 
representing aspects in the treatment of ortho- 
pedie cases. In conclusion it presents a review 
of the work of the Hospital from its foundation 
in September, 1908, until March 31, 1915. Dur- 
ing this time, 1267 patients were admitted of 
whom 506 had tuberculous disease of the spine 
and 435 of the hip. 


BusBonic PLAGUE IN INDIA -—During the week 
ending February 5, there were in the whole of 
India 6628 deaths of bubonie plague. Bombay 
Presidency and Sind and the United Provinces 
account for 1721 and 1628, respectively. Other 
provincial figures are: Madras Presidency, 431; 
Bengal, 3; Behar and Orissa, 602; Punjab, 65; 
Burma, 350; Central Provinces, 703; Mysore 
State, 162; Hyderabad State, 874; Central I In- 
dia, 80; and Kashmir, 6. 


Bnrrisn Mepicau Girts.—It is announced that 
Mr. Arthur du Cros of Hastings, England, has 
made a gift of £7000 to the extension fund of 
the London School of Medicine for Women, 
completing the fund of £30,000 needed for en- 
dowment. 

It is further announced that Sir Alexander 
R. Simpson, formerly professor of obstetries at 
the University of Edinburgh, has bequeathed 
the museum of his uncle, the late Sir James 
Young Simpson, discoverer of chloroform as an 
anesthetic, to the University of Edinburgh. 


NATIONAL COMMITTEE FOR THE 
BLInDNEss.—The first annual report of the | Na. 
tional Committee for the Prevention of Blind- 
ness, recently published, covers the work of that 
organization and includes the seventh annual 
report of the New York State Committee for the 
Prevention of Blindness. The Committee states 
that it represents a need strongly felt in many 
sections of the United States for a bureau of 
information and advice, and for leadership in 
the movement for the conservation of vision. 
The organization of the society consists of a 
board of thirty directors with a managing di- 
rector as executive officer. A secretary and a 
field secretary carry on the active work. 

The secretary, Miss Van Blarcom, has kept 
in touch with the workers for control of inflam- 
mation in the eyes of the new-born, that cause 
of needjess blindness which has been credited 
with responsibility for more than one-fourth of 
the loss of vision of children; and by corres- 
pondence and articles in the daily and other 
periodical press, as well as by personal service 
in public lectures and private conferences, has 
contributed to the efforts constantly being made 
to eradicate it. In like manner she has labored 
for the elimination of blindness by poisoning 
from wood alcohol and for the improvement of 
the status of midwifery. 

„The field secretary, Mr. Berry, has made 
special studies in the work of preventing blind- 
ness from trachoma and from vye injuries in 
the industries, and in the field of faulty and 
harmful illumination. He, too, has conducted a 
large correspondence and rendered personal ser- 
vices, the latter more particularly in the states 
of Kentucky, Tennessee, and North Carolina. 
Publications of the Society have reached a cir- 
culation of 50,000 copies, and other facilities for 
educational propagandism have been liberally 
used; they are in intimate touch with work in 
a score of states and especially close to that in 
five of them. 

While an integral part of the National Com- 
mittee, the New York State Committee for the 
Prevention of Blindness maintains its identity 
and confines its attention to its specific field. 
The financial support of the State Committee’s 
work is a part of the expenditures of the Na- 
tional Committee.“ 


Birra oF CAESAREAN TRIPLETS,—Report from 
Omaha, Neb., states that on May 18, a resident 
of that city, wife of a local farmer, was deliv- 
ered of living triplets by Caesarean section. 
The patient was a primigravida, 23 years of 
age. The children are all boys and are said to 
appear vigorous. Their weights are not stated. 
It is believed that this is the first reported in- 
stance of the birth of Caesarean triplets. — We 
are not yet informed whether the diagnosis of 
multiple pregnancy was made prior to opera- 
tion. 
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AMERICAN SOCIETY FOR THE CONTROL OF CAN- 
cer.—The annual meeting of the American 
Society for the Control of Cancer was held in 
New York City on May 18. The following offi- 
cers were elected for the ensuing year: Dr. 
George C. Clark of New York, president; Dr. 
Llewellys F. Barker, Baltimore; Dr. Arthur 
Kean Beavan, Chicago; Dr. Lewis W. MeMurtry, 
Louisville, and Dr. Edward Reynolds, Boston, 
vice-presidents; Thomas M. Debevoise, New 
York, secretary; Howard Bayne, New York, 
treasurer, and Curtis E. Lakeman, New York, 
executive secretary. 

The following new directors of the society, 
in addition to those now serving, also were 
elected: Professor C. E. A. Winslow, New Ha- 
ven, Conn.; Dr. Charles J. Hastings, Toronto; 
Dr. M. F. Engman, St. Louis; Dr. Robert B. 
Greenough, Boston; Dr. Joseph Ransohoff, Cin- 
cinnati, and Dr. Palmer Findley, Omaha. 


TypHus Fever Ix Texas.—In the weekly 
report of the United States Public Health Ser- 
vice for May 19, it is stated that between March 
18 and May 1, a total of 41 cases of typhus fever 
had been reported in El Paso, Texas, 15 at 
Laredo, Texas, and 3 at Conejo, Texas. During 
the same period there occurred 6 cases of 
the disease in New Mexico and 3 in Arizona. 


EUROPEAN WAR NOTES. 


CHOLERA AND TyPHUs IN HunGary.—Report 
from Austria-Hungary on May 19, states that 
during the week ended April 1, 1916, two cases 
of typhus fever occurred in Budapest. Spora- 
die cases of Asiatic cholera have also occurred 
in this city during the winter, the last two fatal 
cases having been in January. Recrudescence 
of cholera is to be expected during the summer 
season. Sporadic cases of typhus fever have 
also occurred in several of the German prison 
camps, the largest number of cases being thirty- 
seven in Saxony, and twenty-one at Königsberg 
during the first quarter of 1916. 


MepicaL ASPECTS or THE DuBLIN REVOLT.— 
Recently received issues of the English medical 
journals contain graphie accounts of the medi- 
cal aspects of the Dublin revolt of April 24, 
particularly as it affected the work of the ten 
general hospitals which were supplemented by 
the military hospital and the Dublin Castle 
Red Cross Hospital. 

Many medical men were absent for a brief 
holiday when the outbreak occurred, but most 
of them took whatever means was in their power 
to return to what they considered their post of 
duty. As no trains were running into Dublin 


the journey had to be made by motor-car, or, in 
some cases, by relays of post-car. Most of those 
who were in Dublin on Easter Monday lost no 
time in getting to their various hospitals, where 


they remained without intermission or release 
until the following Saturday. Transit through 
the streets during the week was in all cases 
dangerous, and in many impossible. One hos- 
pital was invested by the insurgents, who kept 
several members of the staff as prisoners, carry- 
ing in their wounded for treatment and remov- 
ing them immediately, whatever their condition. 
From Monday to Saturday the various medical 
staffs worked almost incessantly; the house of 
the College of Surgeons of Ireland in St. Ste- 
phen’s Green was made to serve as the chief 
ambulance dépét or hospital of the insurgents. 
A number of wounded were also taken to the 
Royal City of Dublin Hospital in Baggot Street, 
which runs into St. Stephen’s Green. The first 
serious street fighting took place on Tuesday, 
April 25th, at the corner of Pembroke and Lans- 
downe Roads, where the rebels had seized a 
doctor’s house, from which the troops coming 
from Kingstown were fired on. When the house 
was captured in the evening the bodies of 
nineteen Sinn Feiners were found within. On 
the same day the insurgents seized an ammuni- 
tion shop, from which they had Trinity College 
under close and direct fire. The College was 
occupied by soldiers, and on Wednesday, April 
26th, a field gun was brought to the roof of 
the College and the ammunition shop blown to 
pieces. In spite of all this, a term examination 
was carried on with the usual exactness within 
the walls of the College. The house of the Col- 
lege of Surgeons seems to have been one of the 
last buildings held by the insurgents, and on 
April 30th, there were some 200 wounded men 
in the building. 

„It is impossible to suggest any estimate of 
the number of casualties dealt with during the 
week. Some two hundred and fifty dead bodies. 
lay in the hospitals at the end of the week, and 
there were probably at least as many more out- 
side. The casualties must have run into thou- 
sands. The majority both of deaths and 
lesser casualties was probably among harmless 
civilians who had the misfortune to be resident 
in the neighbourhood of the strongholds of the 
insurgents. 

No fatalities were reported among medical 
officers, but two surgeons, Major Black and Cap- 
tain McCullagh, both of the Royal Army Medi- 
eal Corps, were severely wounded while in the 
discharge of their duties. 


PERCENTAGE OF Recovery AMONG GERMAN 
Troops.—Report from Berlin, by Dr. von 
Schjerning, states that of sick and wounded 
soldiers treated in the German field hospitals, 
86.6 per cent. are able to return to service, and 
of those treated at base hospitals in Germany, 
90.1 return to service. The death rate is stated 
to be only 1.5 per cent. of wounded and sick. 
The total number of army nurses engaged in 
active service is 6800. 
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Cost or Drugs ENGLAND.—In conjunction 
with the nominal increase in the cost of drugs 
in the United States since the outbreak of the 
war, it is interesting to note the corresponding 
increase in the cost of drugs in England. The 
following table indicates how many times more 
expensive twenty commonly prescribed 
now are in that country than before the war. 


Phenacetin ....... 26 Salicylic acid ....20 
Permanganate of Chiorate of potash 7 

potash ......... Cocaine 7 
Aspirin Quinine .......... 3 
Antipyrine ....... Veronal .......... 3 
Potassium bromide 16 Sulphonal ........ 5 
Cod liver oil ...... 1 Citric acid ........ 2 
Antifebrin ........ 11 Tartaric acid .... 3% 
Thymol .......... 3%, Calomel] .......... 214 
Cream of tartar .. 2 Caffeine 31% 
Carbolic acid 6 


In most cases the cause of these remarkable 
advances is that before the war, England was 
almost entirely dependent upon Germany for its 
supply of such popular drugs as phenacetin, 
aspirin, antipyrine and so on. A few of them 
are now being made in Great Britain, but the 
raw materials from which they are manufac- 
tured are in many cases used for the production 
of explosives, the quantity available is severely 
restricted, and prices consequently remain at a 
high level.“ 


SHIPMENT OF SALVARSAN FROM GERMANY.— 
Report from New York states that on May 25, 
a shipment of salvarsan valued at $500,000 was 
received in that port from Germany. This ship- 
ment is the first to enter this country since the 
outbreak of the war, and its arrival is the re- 
sult of negotiations between the United States 
Department of State and the German govern- 
ment. The latter issued a special order direct- 
ing the shipment, and the consignment of the 
drug was sent through Holland and transported 
on a Dutch steamer under assurance from the 
British and French governments that it should 
not be confiscated. 


APPEAL OF SurGIcAL Dressings COMMITTEE. 
—The surgical dressings committee of the Na- 
tional Civie Federation has recently issued the 
following appeal for additional funds to enable 
the continuance of its work in preparing sur- 
gical supplies for the Allied army. 


The work of the Surgical Dressings Com- 
mittee, which more than a year ago began to 
send sterilized surgical dressings abroad for 
wounded soldiers of the Allied armies, has, in 
the past winter, quite outgrown all expectations. 
That the dressings are excellently prepared, and 
that the affairs of the e ittee are m 
economically and efficiently, are testified te by 
the eminent surgeons and financiers whose 
names follow. With constant additions to the 
branches through New England, under the Sur- 
gical Dressings Committee, the demand for 
dressings more than keeps pace, and the com- 


mittee, determined not to disregard these de- 
mands of suffering humanity, makes the follow- 
ing appeal to the public for further financial 
support: . 

„To provide for the continuance of our work 
—the sending of surgical dressings to the war 
hospitals of the Allies, the demand for which 
is constantly increasing—we appeal for further 
funds. 

To justify this appeal we print the opinions 
of our surgeons’ advisory committee and of our 
financial advisers: 

„We have no hesitation in indorsing the 
work of the Surgical Dressings Committee. 
The dressings made are always of the first 
order of excellence, and, as some of us know 
from personal experience, are perfectly 
adapted for use in the war hospitals abroad. 

Harvey Cushing, M. D., 
„John W. Elliot, M. D., 
„Robert B. Greenough, M. D., 
„Charles Allen Porter, M. D., 
„Hugh Williams, M.D. 


„We have kept in constant touch with 
the financial affairs of the Surgical Dress- 
ings Committee, and are satisfied that the 
management is efficient and economical. 

„George Wigglesworth, 
Walter C. Baylies, 
„Arthur Adams. 


„We are coöperating with the Red Cross and 
the Special Aid Society for American Prepared- 
ness in a number of ways—principally by teach- 
ing the making of surgical dressings. This co- 
öperation increases the output, both for sending 
to the war hospitals abroad, and for possible use 
at home. 

„Since October, the number of voluntary 
workers at our quarters in the Peter Bent Brig- 
ham Hospital, has increased to 740; and 87 
branches throughout New England have been 
organized. In behalf of them all, we wish to 
thank those whose generosity has given them the 
opportunity to serve a cause with which they 
sympathize so keenly. 

Our shipments abroad of surgical dressings 
from Nov. 1, 1915, to May 1, 1916, have been 
1,169,067, increasing from 96,962 in November 
to 251,155 in April. 

„Checks should be made payable to the Sur- 
gical Dressings Committee, and sent to the Old 
Colony Trust Company, Boston. 

„Surgical Dressings Committee, National 

Civie Federation, Women's Department, 
New England Section.“ 


MENINGITIS AMON BritisH Tnoors.— During 
the past winter, cerebro-spinal meningitis has 
been considerably epidemic in certain camps 
British and Canadian troops in England. Fur- 
ther data on this subject will appear in next 
week’s issue of the JouRNAL. 


— 


Vor. CLXXIV, No. 23] BOSTON MEDICAL AND SURGICAL JOURNAL 


849 


—ſ — 


War Revier Funps.—On June 3 the totals of 
the principal New England relief funds for the 
European War reached the following amounts: 


Belgian Fung. 
Allied Fund 113,787.67 
French Wounded Fund .......... 927. 
American Ambulance Fund ....... 76,489.58 
British Imperial Fund ........... . 
French Orphanage Fund ......... . 
Armenian 43,195.53 
Army Huts Fund ................ 38,883.50 
Polish 35,905.21 
32,008.67 

Facial Hospital Fund ............ 21, 
Italian 1 
French Fund 12,241.50 
Cardinal Mercier Fund ........... 

2,495.18 


BOSTON AND NEW ENGLAND. 

THe WIS DeatH Rate m Boston.—Dur- 
ing the week ending June 3, 1916, there were 
239 deaths reported, with a rate of 16.39 per 
1,000 population, as compared with 208 and a 
rate of 14.49 for the corresponding ‘week of last 
year. There were 35 deaths under 1 year, as 


compared with 27 last year, and 74 deaths over be 


60 years of age, against 71 last year. 

During the week the number of cases of prin- 
cipal reportable diseases were: Diphtheria, 60; 
searlet fever, 42; measles, 271; whooping cough, 
28 ; 8 fever, 3; and pulmonary tubereu- 

is, 4 


losis, 47. 

Included in the above were the following cases 
of non-residents: Diphtheria, 17; scarlet fever, 
16; measles, 1; and tuberculosis, 10. 

Total deaths from these diseases were: Diph- 
theria, 3; scarlet fever, 4; measles, 4; whooping 
cough, 1, and pulmonary tuberculosis, 24. 

Included in the above were the following 
deaths of non-residents: Diphtheria, 1; scarlet 
fever, 2; tuberculosis, 1. 


WorKMEN’s COMPENSATION AND Social. Ix- 
SURANCE.—Before adjourning, June 2, the Mas- 
sachusetts Legislature appointed the following 
Recess Committee to consider Workmen’s Com- 
pensation insurance rates: Senators Cavanagh 
of Everett, Jackson of Lynn, and Sheehan of 
Holyoke, with Representatives Kennard of Som- 
erville, Abbott of Haverhill, Faxon of Fitch- 
burg, Kent of Pittsfield, Sullivan of Ward 19, 
Boston, and Garrity of Worcester. Also the 
following Recess Committee to consider Social 
Insurance: Senators Farnsworth of Leominster, 
and McLane of Fall River, with Representatives 
Catheron of Beverly, Bowser of Wakefield, 
Woodill of Melrose and Morris of Ward 15, 
Boston. 


Massacuusetts Hosprrats ron CONSUMP- 
TIVES.—The ninth annual report of the trus- 
tees of Massachusetts Hospitals for Consump- 
tives states that it is the intention ultimately 
to conduct four sanatoria for the active treat- 
ment and arrest of early and favorable cases 


of pulmonary tuberculosis. This ideal can be at- 
tained only when there are enough beds in mu- 
nicipal tuberculosis hospitals, so that the trustees 
0 longer have to give so much consideration to 
the question of segregation of the open cases of 
tuberculosis, and the protection of the public 
as they do at present. With the exception of 
the Rutland State Sanatorium, it has been the 
custom to admit patients in all stages of the 
disease, but with the increased number of beds 
in use in local tuberculosis hospitals, the time 
has come when the Board feels that more dis- 
crimination should be used in the selection of 
patients for the State Sanatoria and that the 
institutions at North Reading, Lakeville, and 
Westfield should be sanatoria in fact as well 
as in name. The daily average number of pa- 
tients at the North Reading State Sanatorium 
has been 198, that at Lakeville 256, at West- 
field 254 and at Rutland 349. The waiting list 
for all four sanatoria is long,—about 400 names 
at the present time,—which is significant, not of 
the increase of tuberculosis, but owing to the 
establishment of local dispensaries and other 
activities, that more cases than heretofore are 
i i and are seeking sanatorium 
treatment. 


Girt To WINCHESTER HospitaL.—The corner- 
stone of the new Winchester (Mass.) Hospital 
was laid with appropriate ceremony on May 
18, and on this occasion announcement was 
made of a gift to the Hospital of $50,- 
000 from Mr. George Harrington, a resi- 


interest on this sum for two years and that at 
the end of that time, if the present mortgage of 
$15,000 has been paid, the entire sum of $50,- 
000 shall be transferred in absolute gift to the 
trustees. The total cost of the Hospital is over 
$67,000. The building will contain two wards, 
each for eight patients, a number of private 
rooms, an operating room and an obstetric de- 
partment. 


Epwemic or TONSILLITIS IN WATERTOWN.— 
There has recently occurred in Watertown, 
Mass., another epidemic of a type with which 
the medical profession has become more famil- 
iar in recent years, of streptococcic tonsillitis, 
which in this instance appears to have been 
milk borne. There were in all over 40 cases 
with two fatalities. The infection was traced, 
on May 20, to a single milk route upon which 
all the cases had occurred. A cow supplying 
milk to this dealer was found to have a septic 
ulceration of the udder. The cow was slaught- 
ered and the same streptococcus was covered 
from this ulceration as from the tonsillar 
lesions of the human patients. The epidemic, 
which is now controlled, is to be investigated 
by Dr. David L. Edsall whose further definite 
report will determine the accuracy of the above 
unofficial statement. 


—ę—2 —ę᷑: —t — — — — 
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Bosron Ciry Hosprrat TRAA ScHOOL.— 
The graduating exercises of the Training School 
for Nurses of the Boston City Hospital were 
held in the surgical out-patient building on 
Friday, May 26, at 4 o’clock. A reception was 
held in the Vose house from five to six of the 
same day. 


Worcester Ciry Hospitau.—The report of 
the Worcester City Hospital for the year ended 
November 30, 1915, has been recently published. 
It records a total number of 1,884 patients 
treated in the surgical wards, and 1,752 in the 
medical wards. The number of children admitted 
was 645. There were admitted to the maternity 
service 551 patients, and to the out-patient de- 
partment 7000 new patients. The training 
school for nurses graduated 30 pupils, and 94 
probationers were received during the year. 
The pathological department continues to be 
one of the important departments of the Hos- 
pital. Surgical specimens to the number of 
548 and bacteriological cultures to the number 
of 891 have been examined for diagnosis. One 
thousand four hundred and forty Wassermann 
tests for syphilis have been performed and, 
with the beginning of 1916, by arrangement 
with the Board of Health, free Wassermann and 
Schwartz tests are offered to the physicians of 
Worcester. 


REGISTRATION IN DeEntistry.—At the con- 
tinued March examination of the Massachu- 
setts State Board of Registration in Dentistry, 
25 more candidates were passed, in addition to 
those announced on the earlier list. 


New HampsHire Mepicat Socirery.—At the 
annual meeting of the New Hampshire Medical 
Society at Concord, N. H., on May 16, the fol- 
lowing officers were chosen for the ensuing year: 
Dr. Emden Fritz of Manchester, president; Dr. 
Fred S. Towle, Portsmouth, vice president; Dr. 
Dennis E. Sullivan, Concord. secretary; Dr. 
D. M. Currier, Newport, treasurer. 


THE CHILDREN’s Hosprrau.—The Children’s 
Hospital, in its recently published forty-seventh 
annual report, records the work of that institu- 
tion in its first year of occupancy of the new 
hospital buildings. In statistics the growth of 
service is presented as follows: the patients ad- 
mitted to the wards have increased 1,296, 74% ; 
the operations have increased 690, 42% ; the at- 
tendance of out-patients has increased 15,000, 
55%; and the social service department has 
gained 99% in new cases and 32% in the total 
number of visits made. 

The Convalescent Home at Wellesley Hills 
has completed its thirty-first year of establish- 
ment and is continuing to maintain itself as an 
important part of the Hospital. The number of 
patients treated was 530, with a daily average 
of 55, and these figures would be higher had 
there not been several cases of scarlet fever at 


various times, necessitating periods of quaran- 
tine. 

The managers have voted to establish a system 
of subscription beds, by which a subscriber of 
$100 may for one year, subject to the rules and 
regulations of the Hospital, nominate one pa- 
tient at a time to one of said beds. 

The large increase in the demands made upon 
the Children’s Hospital since moving into the 
new building is such that this year a deficit of 
about $65,000 was faced. 

This threatened deficit was more than met by 
the generosity of certain persons as the result of 
a special and earnest rt on the part of a 
sub-committee. 

The normal annual receipts from the public 
in donations have been between $10,000 and 
$12,000. The problem is to increase this yearly 
amount to $60,000, and the managers earnestly 
appeal to the generosity of the community to 
support an institution which does so much for 
so many children, and by its increasing use 
proves its necessity. 


Boston Stare Hospitau.—The seventh an- 
nual report of the Boston State Hospital re- 
cords the work of that institution and its de- 
partment, the Psychopathic Hospital, for the 
year ended November 30, 1915. At the begin- 
ning of the year, 1,472 patients were under the 
care of this Board, of whom 1,374 were in the 
main hospital and 98 were at the psychopathic 
department. At the close of the year the num- 
ber of persons for whom the hospital was re- 
sponsible had increased to 1,609, of whom 1,498 
were at the main hospital, 100 at the psycho- 
pathic department, and 11 were in the care of 
private families, the trustees having assumed 
during the year, at the request of the State 
Board of Insanity, the care of patients who had 
been placed with private families. The cases in 
the main hospital, never before in any hospital 
for the insane, numbered 1,008. Concerning 
this group of first admissions, the following 
facts are noted, in accordance with custom: 
Four hundred sixty-nine, or 46.5%, were for- 
eign born, and 718, or 71%, were of foreign 
parentage on one or both sides. The average 
age on admission was 43.2 years. Seventeen per 
cent. were 60 years of age or over, and 15 pa- 
tients were over 80 years old. The probable 
cause of the mental disease was recorded in 513 
of these cases; the cause was unascertained in 
495. Of ascertained causes the principal ones 
were: senility and arteriosclerosis, 139 cases; 
syphilis, 133 cases; aleohol, 124, in which it was 
the exciting cause, besides 35 in which this was 
a contributory or predisposing factor. At the 
psychopathic department the native-born (1099) 
were found to exceed in numbers the 


foreign-born (854); the birthplace of 48 was 
unknown. The average age on admission was 
36.9. Of the discharges, 673 were discharged 
4 recovered, 508 not insane, 96 recovered, 51 
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Obituary. 


WILLIAM PALMER BOLLES, M.D. 


Tue following memorial to Dr. WI LIAN 
PaLMER BoLLes was read at a meeting of the 
Dorchester Medical Club. He was a devoted 
member of the Club from the time of his elec- 
tion in 1873 until his death, which occurred on 
March 18, 1916. 

Dr. Bolles graduated from the surgical side 
of the Boston City Hospital in May, 1871, and 
the following month received his degree from 
the Harvard Medical School. Soon after grad- 
uation he was appointed to the staff of the Bos- 
ton City Hospital, and served most faithfully in 
several positions until his death. 

His professional interests were chiefly sur- 
gical, yet after the custom of his time, he never 
entirely relinquished his general medical prac- 
tice. Even after his retirement from active 
practice many of his devoted patients refused 
to give him up. He was a careful surgeon, al- 
ways keen in diagnosis, and most thoughtful of 
the after-treatment and the ultimate good of his 
surgical procedure. His skill was due to an un- 
usual capacity for taking pains, the extraordi- 
nary deftness of his hands, and the fertility and 
ingenuity of his brain. During his most active 
years he contributed numerous articles to med- 
ical literature; he invented a fracture box, a 
salt solution bottle for irrigations, and a port- 
able sterilizer, which was very useful when op- 
erations were performed in private houses. 

Dr. Bolles had a passion for acquiring knowl- 
edge, and read unceasingly in many subjects. 
He was a skilful botanist, and in the few weeks 
he spent in Santa Barbara, just before his death, 
classified more than forty plants. At the time 
of his retirement from the professorship of 
materia medica and botany at the Massachusetts 
College of Pharmacy, he gave his collection of 
over two thousand botanical specimens to the 
college. 

He was an expert craftsman and made beau- 
tiful articles in silver, copper and wood, many 
of which he gave to his friends. He believed 
every one should have an avocation, and often 
cautioned his young friends about the danger of 
growing old without one. 

But last and greatest was his unvarying kind- 

liness. He was a staunch and loyal friend, and 
thoroughly enjoyed having his friends about 
him. He was never too busy or hurried to give 
his helpful thought to others, and to assist them 
with their problems. A most delightful com- 
panion, whom one never left without feeling 
better for his instructive, entertaining, and 
often delicately humorous conversation, Dr. 
Bolles was a courtly gentleman, always thought- 
ful of the feelings of others and he believed the 
best of all men. His place in the Club will ve 
taken by another, but he can never be sup- 
planted in the hearts of his fellow members. 


— — ¶ ůb:— — 
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Miscellany. 


REPORT ON TESTS FOR VISION AND 
HEARING IN BOSTON PUBLIC SCHOOLS. 


1907 - 1916. 
By Witu1am H. Devine, M. D., 
Director of Medical Inspection, Boston Public Schools. 


For the past ten years the pupils in public 
schools have been tested annually by teachers 
for defects of vision and hearing. A careful 
survey of table will show results obtained. From 
1907 to 1916 there was a steady decrease in the 
percentage of defective vision, 1916 showing a 
slight increase (fraction of 1%). 

Practically the same may be said of defective 
hearing. In 1910, 1913, and 1915 there was a 
slight increase over preceding years. 

The difference between figures of early and 
later years is so striking that it furnishes ample 
proof of the benefit derived in school life from 
annual testing. The defects in vision and hear- 
ing show the importance of special classes for 
those who have serious defects. 

Two classes for defective vision of those who 
are not institutional cases have been established. 
These are provided with expert teachers and an 
equipment especially designed for treating chil- 
dren who have some vision, though extremely 
defective. They are assembled in one center in 
Roxbury. There are twenty-two of these chil- 
dren, most of whom come from distant parts of 
the city, car fare being provided by the schools. 
They are distributed into seven classes, though 
most of the work has to be done individually. 
The pupils, with one exception, have better than 
one-tenth normal vision. These children have 
the attention of a special physician. An experi- 
enced oculist has oversight of the work, and two 
teachers, who have been trained at the Perkins 
Institute, give the instructions, which inelude 
the ordinary curriculum of the course of study, 
and especially adapted manual work. 

„The deaf have good instructional opportu- 
nities at the Horace Mann School, with a staff 
of fifteen teachers and 144 children below high 
school grade. Although the building is over- 
crowded, the character of the work is exception- 
ally fine, and the teachers are among the most 
efficient and devoted in the entire city.. From 
Report of Dr. Franklin B. Dyer, Superintendent 
Publie Schools, 1915. 


In line with this, I quote from an article writ- 
ten by Mary Bronson Hartt, on ‘‘Foresight for 
the Sightless, Boston Transcript, May 20, 
1916: 


‘‘Twenty-three hundred—maybe twice as 
many—wretched youngsters stumbling along in 
Massachusetts schools, accounted stupid, lazy, or 
even feeble-minded, kept back among children 
half their size, a burden to their classes, a de- 
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spair to themselves, because, infants, they 
are more than half blind. It doesn’t better the 
ease to realize that in the enlightened decades 
just behind us a little army of semi-sighted 
children must have struggled to maturity, cheat- 
ed of an education altogether, or else, if men- 


tally keen and strong of heart, must have 


fought their way to education of a sort at fear- 
ful cost to health and eyesight. Such defrauded 
children have swelled the ranks of the delin- 
quent or the economically helpless, or if they 
have achieved independence have done it too 
often at the sacrifice of what sight they had, 
bringing up eventually among the totally blind. 

Since 1900, investigations have been making 
in Europe which ought logically to have resulted 
decades ago in special training for little ‘‘half 
blinds.’’ Yet the special classes in London, Bir- 
mingham, Mulhausen and Strassburg were still 
young when Boston opened her semi-sighted 
class in the Little Wooden Schoolhouse in Thorn- 
ton Street, Roxbury, three years ago this spring. 

It was Edward E. Allen, director of the 
Perkins Institute, who awakened Massachusetts. 
The growing proportion of half-sighted girls and 
boys applying for education at Perkins stirred 
him to appeal to the Commission for the Blind 
and the school authorities for relief, —not for 
Perkins, but for the youngsters themselves. It 
is, he contends, a serious mistake to give a child 
with partial sight the education planned for the 
blind, unless, indeed, his sight is going, and he 
must one day support himself without it. 

Nr. Allen felt that as these partial-sighted 
boys and girls can see to get about among nor- 
mal people, it was most unwise to isolate them 
for their school days among the blind. The re- 
sult of Mr. Allen’s initiative was a joint effort 
of the school authorities, the Massachusetts Com- 
mission for the Blind and a group of Boston 
eye-specialists to establish a school where the 
most heavily handicapped of our semi-sighted 
children might be taken care of, and also the 
passing of a bill empowering the commission to 
investigate the vision of school children through- 
out the State.“ 


When framing the law for the examination of 
vision and hearing by teachers contemplated, 
experts appointed by His Excellency, the Gov- 
ernor, stated that the teacher is qualified for 
testing vision and hearing. This opinion is 
confirmed by the results obtained in Boston 
schools. The teacher is in touch with the child, 
knows his capabilities and whims. She is not 
apt to mistake dullness of intellect, eccentricity 
or backwardness for a defect in vision or hear- 
ing. A course is given at the Boston Normal 
School on testing of vision and hearing. 

After the completion of the testing of vision 
by the school teachers, the school nurses retest 
all the pupils reported defective. This retesting 
is done under the best possible conditions of 
light, and the number of cases found defective 


— — 


is considerably less than the number found by 
the teachers. During the school year 1915-16, 
out of 10,922 children retested, the number 
found normal was 4,044. 

In testing the hearing of children, one person 
should make the examination for the entire 
school in order to insure an even method. The 
one selected should have normal hearing, and 
preferably be known to the children, the an- 
nouncement of the examination often tending 
to inspire fear. The examination should be con- 
ducted in a room not less than twenty-five or 
thirty feet long, and situated in as quiet a place 
as available. The floor should be marked off 
with parallel lines one foot apart, the child sit- 
ting in a revolving chair on the first space. The 
two ears should be tested separately. Experi- 
ence demonstrates that the method of testing 
vision and hearing by teachers and retesting by 
nurses is an efficient method. The following is 
issued at the beginning of every school year for 
the guidance of teachers: 


‘‘The annual testing of sight and hearing, as 
required by Chapter 502, Acts of 1906, should 
be made as early as possible in the school year. 
This will give the school nurses the data neces- 
sary to enable them to ‘follow up,’ earlier in the 
school year, each child found defective in sight 
or in hearing. You are requested to furnish the 
data on this examination, on the enclosed blank, 
not later than November 1, 1915. Each child 
found defective in sight or in hearing should be 
referred to the school nurse for special re-testing 
by-her before the parent or guardian is notified 
that an examination by a specialist seems desir- 
able. Copies of ‘Directions for Testing Sight 
and Hearing,’ issued by the State Board of Edu- 
cation, with other necessary material, may be 
secured at the Supply Room, Public Latin 
School. Your attention is especially directed to 
the following instructions issued by the State 
Board of Education: 

1. Children wearing glasses will be tested 
with the glasses, and if found normal, will be so 
recorded. Such children should not be tested 
without glasses. 

„2. No child is to be recorded as defective in 
vision unless the vision is 20/40 or less in either 
eye. 

‘‘Notification to Parents: 

1. The parent or guardian is to be notified 
whenever the vision in either eye is found to be 
20/40 or less. No notice will be sent when the 
vision is 20/20 in both eyes, 20/20 in one eye 
and 20/30 in the other, or 20/30 in both eyes. 
This includes vision with glasses. . 

2. The parent or guardian is to be notified 
also when the examination shows that the eyes 
or eyelids are habitually inflamed; when there 
is constant complaint of pain in the eyes or head 
after reading or writing, especially toward the 
end of school hours; when one or both eyes de- 
viate from the normal position—squinting—; 
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10,073 9,591 10,011 


1907 to 1916. 


* First two grades not tested. 


SUMMARY OF HEARING AND VISION TESTING. 


The chart for the years previous to 1916 was prepared by Thomas F. Harrington, M. D., formerly Director of School Hygiene. 


test „ „ „%%% „%„F„%ũꝶjẽ%s?ß? 7˙1 „ „%%% 
No. of pupils corrected in hearing since last 


heuring „ „ „ „ „ „ „ „ „ „ „ „ „6 „% 
No. of pupils corrected in vision since last 


No. of pupils defective in both vision and 


No. of pupils normal in vision with glasses 
No. of pupils defective in vision with glasses 
No. of pupils defective in vision not wearing 


No. of pupils tested in vision... 
No. of pupils norma! in vision... 
No. of pupils defective in vision. 
No. of pupils tested in hearing. 
No. of pupils defective in hearing 
Per cent. of defective hearing... . 
No. of pupils wearing glasses.... 


Per cent. of defective vision.... 
No. of pupils normal in hearing. 


when the book is habitually held at less than 
one foot from the eyes; when there is constant 
scow and evident effort in using the eyes. 

3. The parent or guardian should be 3 
fied of any evident degree of deafness; also of 
any discharge from the ear. 


— 


Correspondente. 


IS THE GENERAL PRACTITIONER INCOM E- 
TENT TO TREAT GONORRHEA? 


a 

surgeon or practitioner is incompetent to undertake 
the treatment, and especially to determine the cure 
of a gonococcus infection of the urethra. By doing so 
he assumes a burden of responsibility which he has 
no right to bear...... * 


pra fully 
serious nature of this loathsome disease and we vigor- 


explained to them, and the smal] expenses of micro- 
scopic examinations of the prostatic secretions, or a 
gonocaccus fixation test, will be rebelled at and re- 


The solution of the problem as advocated by Dr. 
Barney is unique. We are advised that “the Public 
Health authorities should keep on file a list of such 
physicians throughout the state who, by their training 

connect 


stitutional, for it would be a type of class legislation. 
We already have a State Board of Registration in 
Medicine that passes on a man’s fitness to practise 
medicine in this state. He is not restricted to certain 
kinds of work nor is he classified according to his 
ability, but he is allowed to practise medicine and 
surgery in their entirety. 

“We are holier than thou,” 14 to be the motto 
of a certain group of men today. There 
seems to be an -I 


place on the remarkable list of physicians that he sug- 
zests the state might form. How fine for the chosen 
ones to declare that they are the certified state physi- 
cians for the care of gonorrhea,—and how their less 
fortuna e brothers, who could not convince the local 
politician that they were competent and equipped to 
treat such cases, would wince at the injustice! 

The restriction of the field of medicine to one petty 
specialty. with its resulting narrow and biased vision, 
is one of the faults and dangers of present-day medi- 
cine. 


The 
general practitioners are treating and curine thon- 
sands of cases. The worst of these cases drift into 
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the metropolitan hospitals and are treated by the 
specialists, who there form the idea that all cases in 
general practice are similar to these, and that the 
general practitioner is therefore incompetent to treat 
them. 


The depreciation and maligning of the general prac- 
titioner must stop. We are willing to be instructed 
by proper articles in the medical journals on new 
methods of treatment but,—we refuse to be insulted 
and held up to false ridicule. 

yours, 


Very truly 
Hersert J. Cronin, M.D 
— 


AN EXPLANATION, 
Boston, May 25, 1916. 

Mr. Editor: It has been called to my attention 
that my paper on Acid Autointoxication in Infancy 
and Childhood, which appeared in the Boston MEDICAL 
AND SurcicaL Joux AL., April 20, 1916, has been criti- 
cized on the ground that many of the statements in 
it were copied from other articles. This criticism is 
unquestionably true, much of the data on the chemis- 
try of the subject having been taken from the ab- 
stract of the meeting of the New York Academy of 
Medicine on Acidosis, which appeared in the Journal 
of the American Medical Association of January 8, 
1916. Most of the rest of the data were taken from 
von Noorden’s Acid Autointoxication, published by E. 
B. Treat & Co. ’ 

It did not seem necessary to me specifically to give 
credit for what was taken from these sources, be- 
cause, in my opinion, they were merely good state- 
ments of what was common knowledge. If anyone 
feels offended that credit was not specifically given, 
I hereby most humbly beg his pardon. I may say, in 
passing, that it never occurred to me that anyone would 
look upon the preliminary portion of my paper as 
anything more than a statement of the present opin- 
ion on this subject, or that anyone would for a mo- 
ment suppose that I personally, being solely a clinic- 
ian, should have any first-hand knowledge of such an 
obscure subject as the chemistry of acidosis. 

Yours very truly, 
Jon x Lovetr Morse, M.D. 


THE USE OF NITROUS-OXIDE AND OXYGEN IN 
THE TREATMENT OF FUNCTIONAL NERVOUS 
DISEASES. 


Hits, Mass., May 25, 1916. 

Mr. Editor: In using nitrous-oxide and oxygen for 
several years in dental operations the author has 
many times been impressed with the marked improye- 
ment manifested by many patients (as the result of 
suggestions in a certain stage of analgesia with the 
above anesthetic) who had been sufferers from .a 
variety of ailments of nervous or mental origin. Now 
after observing a considerable number of cases, it 
would seem safe to predict that this agent will be of 
great value in psycho-therapy and psycho-analysis. 

The particular stage of analgesia necessary for best 
results in the great majority of cases, has so much 
to commend it, with practically no counter-indications, 
that it would seem much preferable to a state of hyp- 
nosis, which has so often been used in treating these 
diseases, and the ease with which the majority of pa- 
tients can assist in exploring the so-called “sub-con- 
scious” mind, and the quick response to intelligent 
suggestion, are points which should encourage its use 
for the diseases indicated, but only by those with a 
most thorough knowledge of the administration of 
the anesthetic. 

Two cases (all that the author has had opportunity 
to observe of this type) of seemingly hopeless alcohol- 
ism, where the mental condition of patients seemed 
to indicate unsound mind, have responded splendidly 


to the treatment, as well as a number of other func- 
tional nervous diseases, and it would seem that there 
is a very large field for its application, including its 
employment in the treatment of abnormal mental, 
nervous and even criminal tendencies. It would be 
desirable that its use, and the results obtainable, be 
observed by those who come in contact continually 
with these ailments. 
Very truly yours, 

SHELLEY B. Osporne, D. M. D. 


——— 


NOTICES, 


Navy MeEpicat Corps EXAMINATIONS.—Among the 
various items of increase in national preparedness 
which it is hoped will be afforded by the present 
session of Congress, is that authorizing an appropriate 
increase in the personnel of the military services. 
One item of interest to the medical profession of the 
country is that calling for an increase in the Medical 
Corps of the Navy from its present strength of 347 to 
approximately 500. The openings at present afforded 
young graduates in medicine for entering the Medical 
Corps of the Navy will be materially increased in 
prospects and rewards, therefore, if such an increase 
is provided. 

An examination will be held on June 19, next, for 
appointment in the Medical Corps to vacancies al- 
ready existing. A candidate for appointment must be 
between 21 and 30 years of age, a graduate of a renut- 
able school of medicine, and must apply for perm 
sion to appear before an examining board. These 
boards are convened at various places over the 
country, and assignments to such boards are arranged 
to suit the convenience of the candidate. 

Duty in the Medical Corps of the Navy is one that 
affords plenty of rewards to the ambitious worker, as 
well as attractions of a varied nature in personal and 
professional work. Pay begins at the rate of $2,000 
per annum, with ample allowances, and promotion 
and increase in pay and allowances follow every few 
years, 

It is hoped that the young men of the United States 
will take advantage of this attitude of the nation, 


no on the threshold of expansion in national ideals 


of preparedness, and find in the service of their 
country an outlet for their future life work. 

For detailed information as regards the coming ex- 
amination, on June 19, 1916, applicants should ad- 
dress the Surgeon General, U. S. Navy, Navy Depart- 
ment, Washington, D. C. 


Unirep States Crvin Service EXAMINnation.—The 


United States Civil Service Commission announces an 


open competitive examination for clinical director, 
for men only. From the register of eligibles result- 
ing from this examination, certification will be made 
to fill a vacancy in this position in the Government 
Hospital for the Insane, Washington, D. C., at a 
salary of $2,000 per annum, with maintenance in the 
hospital, and vacancies as they may occur in positions 
requiring similar qualifications, unless it is found to 
be in the interest of the service to fill any vacancy by 
reinstatement, transfer, or promotion. 

Applicants must be graduates of a medical school 
of recognized standing. and must have been in actual 
charge of a medical service in an institution for the 
care of the insane for at least five years, during the 
entire period of which time they must have received 
special training in psychiatry. They must have con- 
tributed to medical literature (a) on the general sub- 
ject of insanity in some of its phases, or (>) by re- 
port of cases coming under their observation. 

The appointee, in his capacity as clinical director. 
will have general administrative supervision of the 
medical work of the hospital, together with sunervi- 
vision and care af the hydrotherapeutic department, 
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operating room, and training school for nurses; 
all transfers of patients from one service to another 
will be made through him; he will have charge of the 
clinical records and will see that they are properly 
kept, and be in a position to offer suggestions that re- 
cent medical literature may contain along the lines of 


experi- 
ence, are accepted subject to verification. Applicants 
must not have reached their thirty-fifth birthday on 
the date of the examination. This examination is 
open to all men who are citizens of the United States 
and who meet the requirements. 

Persons whe meet the requirements and desire this 
examination should at once apply for Form 1312, stat- 
ing the title of the examination desired, to the 
United States Civil Service Commission, Washington, 
D. C.: the Seeretary of the United States Civil Serv- 
ice Board, Post Office, Boston, Mass., Philadelphia, 
Pa., Atlanta, Ga., Cincinnati, Ohio, Chicago, III., St, 
Paul, Minn. Seattle, Wash., San Francisco, Cal., Cus- 
tion House, New York; New Orleans, L., Honolulu, 
Hawaii; Old Customhouse, St. Louis, Mo..: Adminis- 
tration Building, Balboa Heights, Canal Zone; or to 
the Chairman of the Porto Rican Civil Service Com- 
mission, San Juan, P. R.. Applications should be 
properly executed, excluding the medical and county 
officer’s certificates, and must be filed with the com- 
mission at Washington prior to the hour of closing 
business on June 27, 1916. a 


ARMY MEDICAL Conrs EXAMINATIONS.—The Surgeon 
General of the Army announces that preliminary ex- 
aminations for the appointment of First Lieutenants 
in the Army Medical Corps will be held on July 17, 
1916, and August 14, 1916, at points to be hereafter 
designated. 

Full information concerning these examinations can 
be procured upon application to the Surgeon Genera 
U. S. Army, Washington, D. C. The essential re- 
quirements to securing an invitation are that the ap- 
plicant shall be a citizen of the United States, shall 
be between twenty-two and thirty years of age, a 
graduate of a medical school legally authorized to 
confer the degree of Doctor of Medicine. shall be of 
good moral character and habits, and shall have had 
at least one year’s hospital training as an interne, 
after graduation. The examinations will be held 
simultaneously throughout the country at points where 
boards can be convened. Due consideration will be 
given to localities from which applications are re- 
ceived in order to lessen the traveling expenses of ap- 
plicants as much as possible. 

In order to perfect all necessary arrangements for 
the examination, applications must be completed and 
in on of the Adjutant General, at least three 
weeks before the date of examination. Early attention 
is therefore enjoined upon all intending applicants. 
There will be more than 100 vacancies to be filled 
after July 1. when the * for the reorganization of 
the army a law 


Tue Psycnopatuic Hosprrar, 74 Fenwood Road. 
Roston.—Fourth annual conference on the Medical and 
Social Work of the Psychopathic Hospital, Saturday, 
Inne 10, 1916, 4 to 6 r. u., under the auspices of the 
Trustees of the Boston State Hospital 

PROGRAM. 

PRESIDENT Henry Leravovur, Chairman of the Board 
of Trustees, will preside. 

I. “The Classes of Service Rendered by the Psy- 
chopathie Hospital, Medical, Public. Social, Individ- 
— » Dr. E. E. Southard, Director, Psychopathic Hos- 
pital. 

II. “Social Service from the Medical and Psy- 
chiatric Points of View.“ Dr. H. M. Adler, Chief-of- 
Staff, Psvchopathic Hospital. 

III. “New Administrative Problems. Intramural 
and Extramural, of the Psychopathic Type of Pa- 


tient,” Dr. E. H. Cohoon, Administrator, Psychopathic 
Hospital. 


Brief recess. 

IV. “The Situation in the Problem of Brain 
lis,” Dr. H. C. Solomon, Special Investigator, te 
Board of Insanity, Massachusetts. 

V. “Advances in Psychological Examination, Es- 
pecially of Psychopathic Patients, R. M. Yerkes, 
Ph.D., Psychologist, Psychopathic Hospital. 

VI. “Mental Hygiene and Preventive Medicine,” 
Dr. T. W. Salmon, Medica) Director, National Commit- 
tee for Mental Hygiene. 


Before the meeting, small groups of visitors 


may be 
taken over characteristic portions of the 


1. Diagnostic wall-charts. 

2. Social service statistics. 

3. Psychological test apparatus. 
4. Clinicopathological work. 

5. Researches, 


The work of the pathological service and the bureau 
of standards of the State Board of Insanity may also 
be looked over by interested visitors in the special 
rooms assigned thereto. 


ͤ—U—⅛ 


SOCIETY NOTICES. 


HAxvam MEDICAL ALUMNI ASSOCIATION.—The annu- 
al meeting of the Harvard Medical Alumni Associa- 
tion will he held in Harvard 5 at 12.30 o’clock on 
Commencement Day, Thursday, June 22. At this 
meeting a change in the Constitution is to be voted 


„on, the purpose of which is to do away with the 


initiation fee and the first year’s dues in order to en- 
courage new members. For this purpose it is pro- 
posed to change Section 3 to read as follows: 

“Every member shall pay after his first year of 
membership an annual due of one dollar; but any 
member may become a life member by the payment of 
twenty dollars in one payment, after which he shall 
be relieved from the payment of all dues.” 


A. B. Emmons, 2p, M.D., Secretary. 


Seconp ANNUAL MEETING OF THE INTERSTATE 
ASSOCIATION OF ANESTHETISTS.—The 
meeting of the Interstate Association of — — 
will be held at the Hotel Seelbach (Red Room), Louis- 
ville, Ky., July 25, 26 and 27, in conjunction with the 
National Dental Association. 

The following program has been arranged for the 
scientific sessions: 


Address of Welcome and Presentation of Gavel, L. 
S. McMurtry, Louisville, Ky.: Chairman’s Address. 
Progress in the Technical Administration of Anes- 
thesia and Analgesia, William Hamilton Long, Louis- 
ville, Ky.; Anesthesia, the Anesthetist and the Opera- 
tive Procedure from the Surgeon’s Viewpoint, F. G. 
DuBose, Selma, Ala.; Metabolic and Organic Changes 
Under Anesthesia, Evarts Graham, Mason City, Ia.: 
Preparatory Anesthetic and Post-operative Regime 
for Hazardous Risks in Genito-Urinary Surgery, 
Moses Salzer, Cincinnati, O.: A New Method for the 
Production of General Analgesia and Anesthesia, D. 
E. Jackson, St. Louis. Mo.: Nitrous Oxid-Oxygen in 
Obstetrics, Carl H. Davis, Chicago, III.: Ether -Oil 
Colonic Anesthesia in Head and Neck Operations, Jos- 
eph E. Lumbard, New York City; and 
Indirect Dangers of Nitrous Oxid-Oxygen and Its 
Ultimate Position in Major Surgery. John N. Heim, 
Louisville, Ky.; Oral Hygiene in Relation to Anesthe- 
sia and Analgesia, Bion R. East, Detroit, Mich.; Con- 
trol of Circulatory Disturbances Under Anesthesia and 
Analgesia, Hewett of Chicago, and Chloroform Anal- 


Displays of the scientific work of the hospital will 
be found in the out-patient department, in the library, 
— the laboratories, and in the assembly room, includ- 
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gesia, William Harper Deford, Des Moines, la.; Craw- 
ford W. Long and Ether, E. M. Magruder, Charlottes- 
ville, Va.; The Romance of Evans and Nitrous Oxid. 
Edward C. Kirk, Philadelphia, Pa.; Hickman, a For- 


gotten Pioneer, C. J. S. Thompson, London, Eng. 


An innovation will be a special Section of Dental 
Anesthetics, for which the Association will adjourn 
to MacCauley’s Opera House. The special program 
for this joint session with the National Dental Asso- 
ciation will be as follows: 


Introductory, William Hamilton Long; Chairman’s 
Address: Anesthesia and Analgesia in the Curriculum, 
the Clinic and Private Practice, Hugh W. MacMillan, 
Cincinnati, O.: Oral Operations Under Nitrous Oxid- 
Oxygen Anesthesia in the Forward-Inclined, Sitting 
Posture, Ira O. Denman, Toledo, O.; Vapor Anesthe- 
sia for Oral Surgery, Truman Brophy, Chicago, O.; 
Intra-Oral Methods of Local Anesthesia, Rich. H. 
Riethmuller, Philadelphia, Pa.; Extra-Oral Methods 
of Local Anesthesia, Kurt H. Thoma, Boston, Mass. ; 
Handling Emergencies Under Anesthesia and Analge- 
sia, N. T. Yager, Louisville, Ky. 


The Association Dinner will be served at the Hotel 
Seelbach and a number of prominent a 
speakers will enliven the occasion with their wit and 
humor. Special entertainment will be provided for all 
lady guests attending the Louisville meeting. 

For further information and dinner reservations 


address 
F. H. McMecnwan, M.D., Sec-Treas., 
Avon Lake, Ohio. 


AMERICAN MeEpDIcaL Epitors’ AssocraTion.—The 
annual meeting of this Association will be held at the 
McAlpine Hotel, New York City, on October 27 
26. 


A most interesting program is in course of prepara- 
tion and the Local Committee, composed of the fol- 
lowing members, is an assurance of a successful con- 
vention. 


Dr. Thomas L. Stedman, Editor, Medical Record, 
chairman. 

Dr. R. H. Sayre, New York Medical Journal. 

Dr. Brooks H. Wells, Editor, American Journal of 
Obstetrics. 

Dr. Frank C. Lewis, International Journal of Sur- 


gery. 
Dr. Ira S. Wile, American Medicine. 


The officers of the Association for 1915 and 1916 
are as follows: 


Dr. Edward C. Register, President. 
(Charlotte Medical Journal, Charlotte, N. C.) 
Dr. W. A. Jones, First Vice-President. 
(Journal Lancet, Minneapolis, Minn.) 

Dr. G. M. Piersol, Second Vice-President. 
(American Journal of the Medical Sciences, 
Philadelphia, Pa.) 

Dr. J. MacDonald, Jr., Secretary and Treasurer. 
(American Journal of Surgery, New York.) 
EXECUTIVE COMMITTEE. 

Dr. C. F. Taylor, Medical World, Phila Pa. 

Dr. John C. MacEvitt, New York State Journal of 
Medicine, New York. 

Dr. A. S. Burdick, American Journal of Clinical 
Medicine, Chicago, III. . 

Dr. Joseph MacDonald, Jr., American Journal o 
Surgery, New York. 


The meeting on October 25 and 26 will be devoted 
exclusively to problems of a strictly journalistic na- 
ture, which will be of importance and interest to 
every editor and publisher of a medical journal. 
Among the papers to be presented are the following: 
“Editorial Control.” “The Editor’s Prerogative in 
Editing Original Articles,” “Book Reviews in Medical 
Journal,” “Problems of the Subscription Department,” 


— — 


“The Relationship Between Medical Journals of the 
Day,” “The Uplift in Medical Journalism,” The In- 
fluence of the Medical Press and Profession in Public 
Affairs,” “The Rights of an Author in the Disposition 
of his Contribution,” etc. 


Essex NortH District Mepicat Socrety.—A Sum- 
mer Outing of the Essex North District Medical So- 
ciety will be held on the beautiful grounds of the 
Merrimack Valley Country Club, Methuen (Tel. Law- 
rence 8442), Wednesday, June 14, 1916, at 2 r. u.. sharp. 
The Club House is situated upon the Lawrence-Haver- 
hill line of the Massachusetts Northeastern Street 
Railway Company and also upon an excellent highway 
from Haverhill via River Road. An efficient commit- 
tee has arranged a series of sports beginning with a 
ball game at 2, followed by 100-yard dash, fat men’s 
race (180 pounds and over), 3-legged race, tug-of-war, 
etc., for which there will be suitable prizes. Excellent 
facilities for tennis, bowling and golf will be at the 
disposal of Fellows. An appetizing dinner will be 
served by the Club chef at 5 p.m. sharp, at $1.25 per 
plate. Parking space gratis. Medical friends 
invited. Come and enjoy 
p. r. n. 

F. B. Prerce, M. D.,. 
President 


Secretary, 
99 Bradford St, 
Lawrence, Mass. 
APPOINTMENTS. 


Harvarp UNtversity.—Dr. Ernest E. Tyzzer has 
been appointed George Fabyan Professor of Compara- 
tive Pathology, and Dr. Charles J. White is appointed 


and | Edward Wigglesworth Professor of Dermatology. 


UNIVERSITY OF Brestau.—Dr. Ernst Gaupp of the 
University of Königsberg been appointed pro- 
fessor of anatomy at the University of Breslau. 


UNIvErsITy or On10.—Dr. Clyde Brooks of the Uni- 
versity of Pittsburgh, has been a ted professor of 
physiology, pharmacology and physiologic chemistry 
at the medical school of the University of Ohio. 


UNIVERSITY or OrEcoN.—Dr. William F. Allen, for- 
merly instructor in anatomy at the University of 
Minnesota, has been appointed professor of anatomy 
in the medical department of the University of Oregon. 


UNIversiry or Vircrnta.—Dr. Alfred L. Gray has 


been appointed of roentgenology, and Dr 
Charles H. Lewis, of physiology. 
oc 
RESIGNATIONS. 


St. Evizaspetn’s Hosprrar.—It is announced that 
the following members of the staff of St. Elizabeth's 
Hospital, Brighton, have recently submitted their 
resignations to take effect on May 1, 1916: Dr. John 
W. Lane, Dr. Michael J. Cronin, Dr. Thomas F. 
ee. Dr. Andrew F. Downing and Dr. Herbert L. 


— — 


RECENT DEATHS. 


Dr. James F. Costet1o, who died on May 24, at 
Wollaston, Mass., was born in Quincy, Mass., in 1890. 
He received the degree of A.B. from Tufts in 1911, 
and that of M. D., in 1913. After serving as house 
officer in St. Vincent’s Hospital, Worcester, for a year, 


Dr. S. M. Brickner, who died at Saranac Lake. on 
May 5. was born in 1868. He was a phvsician at 
Sloan Maternity and Mt. Sinai Hospitals, New Tork. 

gynecologist and anatomist. 


and was known as a 


— 


